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Introduction
The final project contained in this portfolio is markedly different from the 
initial research proposal which is also included. The reasons for this are as follows.
In my literature review, I took a broad stance on the subject of help-seeking. To 
create a proposal for practical investigation, I narrowed my focus to a particular 
avenue that had been highlighted during the literature review: differences in help- 
seeking for mental distress between ethnic groups in the UK. In particular, I decided 
to investigate the help-seeking of Black-Caribbean men, as it appeared that this 
might result in findings with potentially important practical implications for the 
delivery of services in the UK. This became my initial MRP proposal, which was 
passed by the University Ethics board, and I began trying to recruit participants.
It soon became clear that recruiting participants was not going to work as 
planned, and I adapted my proposal several times, before ultimately abandoning the 
project as it stood. In hindsight, I believe that I had underestimated the degree to 
which the subject of mental distress is stigmatised in the ethnic group that I was 
attempting to access, which is to the extent that individuals had no desire to be 
interviewed on the subject. Once this became clear, I was forced to radically alter my 
project. I attempted to do so in a way that did not completely squander the in-depth 
understanding of the subject area I had developed up to that point. Fortunately, 
during the work for my literature review and first proposal, a number of other 
potentially useful areas for research had occurred to me, and I was able to develop 
one of these into the form which lead to the final project.
As I point out in the empirical paper, it had been my intention to investigate 
any possible ethnically-patterned differences in my final project, which would have 
returned to the strand of research I raised in my initial proposal. However, in
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actuality, this type of patterning was not present, and my analysis evolved in a 
number of other, different directions that can be seen in the document contained here.
The major research project document as found within this portfolio was 
prepared with the intention to publish it in the journal Qualitative Research in 
Psychology. It is written in a style reflective of material published within that 
journal; although I have used APA style as per Surrey requirements (the journal 
requires Harvard style).
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Abstract
Previous research has shown low rates of seeking professional help for mental 
distress in the UK. Explanatory Model (EM) theory (Kleinman, 1977) can be used to 
understand this. The media influences EMs in the general population, while at the 
same time it is likely that EMs presented in the media reflect those held by the 
general population. Thematic analysis of 10 UK newspapers was undertaken. Eight 
types of portrayal of mental distress and help-seeking were distinguished as themes. 
EMs presented were relatively crude reflections of medical models; except for one 
theme which used more holistic EMs. Female journalists appeared to be writing 
about distress in a more sympathetic way than their male counterparts. Of concern 
was the stigmatising content of several themes. Areas for possible future research 
and intervention are discussed.
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Introduction
Rates of professional help-seeking for mental distress in the UK appear to be 
relatively low. Using data from the British National Surveys of Psychiatric Morbidity 
(BNSPM), Bebbington et al. (2000a), reported that less than 30% of adults with a 
diagnosable ‘common mental disorder’ (mental health problems without psychotic 
symptoms) had sought help from their GP, and suggested that this represented “a 
large reservoir of untreated psychiatric disorders” (p. 1365). Despite broad changes 
in the way that public healthcare is delivered since then, The Mental Health Policy 
Group of the Centre for Economic Performance have stated that there remains a 
“massive unmet need” (2012, p. 3), in mental health.
The assertion of Bebbington et al. (2000a) may constitute an over-simplified 
picture, which is reliant on a narrow definition of help-seeking and ethnocentric 
notions of mental distress. Publically-provided (i.e., by the National Health System, 
NHS) professional help was assumed to be superior to other kinds of help, for 
example, social support. Studies have found that social support is favoured over 
professional help, which becomes preferred only as severity of distress rises (Oliver, 
Pearson, Coe, & Gunnell,2005), or social support fails (Angermeyer, Matschinger, & 
Riedel-Heller, 2001); suggesting logically that professional help is not always 
required. Cultural differences may be involved: members of some cultural groups 
have been shown to attribute mental distress to causes that are not recognised by 
medical models, such as possession (Bragazzi & Del Puente, 2012).
With these cultural differences in mind, the terms ‘mental distress’ or simply 
‘distress’, will be used preferentially to terms such as ‘mental health problem’ in this 
paper. The latter and related terms contain an inherent dualist assumption that is not
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held across all cultures (Thomas, Bracken, & Yasmeen, 2007), and will only be used 
when this assumption is implied or is being attributed to other researchers.
A number of models and theories have been created to conceptualise help- 
seeking. Some of these can be classed as socio-cognitive, including the Theory of 
Planned Behaviour (e.g., Ajzen, 1991); the Health-Belief Model (e.g., Rosenstock, 
Strecher, & Becker, 1988); and the Self-Regulation or Common Sense Model (e.g., 
Leventhal, Leventhal, & Contrada, 1998). These models emphasise the individual’s 
rational decision-making processes in attempting to gain the help they need. They 
locate help-seeking decisions and agency largely within the individual, and/or at a 
single instance of decision-making. This often appears to be inaccurate. For example, 
Pescosolido, Gardner, and Lubell (1998), found that “choice” was only one reported 
narrative around professional treatment for mental distress, alongside “coercion”, and 
“muddling through”. Another group of models can be classed as socio-dynamic, 
including the Socio-Behavioural Model (e.g., Andersen, 1995); the Network Episode 
Model (e.g., Pescosolido et al., 1998); and the Help-Seeking Model (e.g., Cramer, 
1999). These emphasise the interactive processes between individuals, social 
systems, and sources of help. The main weakness of these models is their nebulous 
nature, which makes them difficult to apply in anything but theoretical settings.
Kleinman’s Explanatory Model (EM) theory (1977, 1978, 1987), combines 
elements of both socio-cognitive and socio-dynamic models. It is able to schematise 
the low rates of professional help-seeking found by the BNSPM in a way that can 
also accommodate alternative kinds of help-seeking and the cultural issues 
mentioned above. Following Kleinman, an EM is a set of beliefs held by an 
individual that is attached to different social or cultural relationships and settings, 
and used to explain health-related experiences. As such, an individual may have
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access to multiple EMs for a given experience. Kleinman suggests that EMs contain 
the following elements: Aetiology; Onset of symptoms; Pathophysiology; Course of 
sickness (severity and type of sick role); and Treatment. EMs not only classify or 
categorise experiences and direct treatment when applicable; but actually shape our 
perception.
EMs have a number of conceptual relatives. They broadly match the construct 
o f schemas in cognitive psychology. In this sense, EM information may be 
assimilated or accommodated (e.g., Piaget, 1976). We can also acknowledge the 
influence of confirmation bias (e.g., Wason, 1960), availability and 
representativeness heuristics (e.g., Tversky & Kahneman, 1986), and attentional 
biases (e.g., Padesky, 1993), in maintaining EMs. Likewise, EMs as described here 
are almost synonymous with the ‘illness representations’ proposed by the Self- 
Regulation Model (Leventhal et al., 1998). EMs differ from both of these models in 
being less individualistic, emphasising interpersonal influences and the nested 
position of the individual within social and healthcare systems (similarly to the work 
of Bronfenbrenner, e.g., 1979; adapted to healthcare by Pescosolido, 2006).
Regarding the findings of the BNSPM above, we can hypothesise that EMs 
held by some groups in the UK do not match with EMs belonging to the (medical) 
professional treatment system. This is concordant with evidence that help-seeking 
strategies are patterned by ethnicity (e.g., Ruedell, Bhui, & Priebe, 2008), and that 
belief in Western medical models of distress is predictive of professional help- 
seeking (e.g., Ruesch, Evans-Lacko, Henderson, Flach, & Thomicroft, 2011); 
although a study by Schreiber and Hartrick (2002), also found some negative effects 
of adherence to such models. We can define EMs drawn from Western medical 
models of distress as those classified by diagnostic nomenclature such as
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‘depression’ and ‘anxiety’, and associated with symptoms listed by diagnostic 
manuals (e.g.. World Health Organisation, 1992). Treatments directed by these EMs 
would be aligned with current medical guidelines (e.g., National Institute for Health 
and Clinical Excellence, 2009). Such EMs exist in contradistinction to informal lay 
models (e.g., Pill, Prior, & Wood, 2001), and formal alternative models such as 
Ayurvedic medicine (e.g., Chopra & Doiphode, 2002), and Traditional Chinese 
medicine (e.g., Maciocia, 2005).
EM theory can also be applied for ‘cultures’ in a narrower sense, for example, 
masculine and feminine cultures (i.e., norms, beliefs, and gender roles). This is 
relevant because previous research has shown significant differences between the 
genders in help-seeking. Bebbington et al. (2000b), report that women are 70% more 
likely than men to seek help for mental health problems. Age cohorts can also be 
construed as cultures with independent EMs: Ruesch et al. (2011), found that older 
age was predictive of intention to seek GP help for mental distress. The age focus of 
this study is discussed under Method below.
Other research has suggested that stigmatising views (EMs) of mental distress 
decrease the likelihood of individuals seeking help (Brown, Casey, Bishop, Prytys, 
Whittinger, & Wemman, 2011). Fear of stigma being attributed by others (i.e., 
awareness of stigmatising EMs held by others), may also be important when people 
do not seek help (e.g., Brown and Bradley, 2002).
It should be pointed out that what constitutes a “stigmatising” EM is 
subjective, and must be tied to the EMs favoured by the person making such a 
judgement. Nevertheless, stigma will remain an area of interest for the present study 
in so far as it may affect help-seeking. The means by which this construct is 
operationalised is discussed below.
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It has been proposed by some researchers that the public’s primary source of 
information on mental health problems is the media (Kalafatelis & Dowden, 1997), 
and a number of international studies have highlighted the preponderance of negative 
media portrayals of mental distress. These include Philo, Seeker, Platt, Henderson, 
McLaughlin, and Burnside, (1994), and Ward (1997), in the UK; Coverdale, Naim, 
and Claasen (2002), in Australia; and Sieff (2003), in the United States. Accordingly, 
some researchers have implicated the media in maintaining negative views of mental 
distress (e.g., Ruesch, Angermeyer, & Corrigan, 2005). This has variously been 
conceptualised as journalistic ignorance (e.g., Matas, El-Guebaly, Peterkin, Green, & 
Harper, 1985); journalists working with an ethic of ‘sensation sells’ (e.g., Ward, 
1997); or journalists working with a view to entertainment over accuracy (e.g.,
Curran & Sparks, 1991).
Other researchers have suggested that the public’s assimilation of information 
supplied by the media is more complicated (e.g., Anderson, 2003), and a review 
concluded that the direction of causation regarding negative attitudes to mental 
distress is likely to be complex and reciprocal (Wahl, 1992). The media may 
propagate and maintain EMs in the general population (or conversely, challenge 
them), but journalists are also members of the public, so their writing must to an 
extent represent pre-existing EMs. This is further complicated by the proliferation of 
media and social media sources since the advent of the internet, which can blur the 
line between the public and professional media outlets.
Despite some of these issues, an investigation of media portrayals of mental 
distress remains worthwhile to the extent that it can provide data on current EMs in 
the public domain, since these may directly or indirectly affect help-seeking.
Whether or not these EMs are stigmatising will be of interest, though it will have to
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be bome in mind that some journalists may be writing with a view to sensationalism 
or entertainment value, so that some portrayals do not accurately reflect EMs held by 
their writers. Readers may have an awareness of this, and not assimilate these EMs 
intact (Anderson, 2003).
The studies mentioned above that investigated media portrayals of mental 
distress were all used in informing the development of the present study, which 
nevertheless differs sufficiently in its aims (particularly in focusing on help-seeking), 
method, and epistemological stance, as to make it a novel avenue of research in the 
UK. Like many of those studies, this study will utilise the construct of stigma. As 
pointed out above, what constitutes a stigmatising EM is subjective. Nevertheless, to 
the extent that certain EMs (in particular, those that have been classified by other 
researchers as stigmatising) may exacerbate the already difficult experience of 
mental distress, it remains a useful area of exploration. To avoid becoming mired in 
relativism, but at the cost of allowing some possible ethnocentric influence, a 
working definition of what constitutes stigma will now be provided, though every 
attempt will be made to avoid reifying this concept.
Drawing on Goffman (1963), a stigmatising EM is defined here as one that 
contains badness, dangerousness, or weakness (for example, under the EM element 
of Onset of symptoms), thus marking individuals to whom that EM is applicable as 
“different from others” (p. 3). This being “different” may in turn also become stored 
in the EM. Individuals who do not wish to attribute these traits to themselves may 
then struggle to acknowledge the applicability of such EMs to their own experiences, 
preventing them from enacting measures they hold under the Treatment element for 
that EM (whether this is professional help-seeking or otherwise).
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Anderson (2003), highlights the limited exploration of media (and in particular, 
newspaper) portrayals of mental distress in the UK. However, print media is readily 
accessible for examination, and can easily be incorporated into qualitative research 
approaches. This study will explore portrayals of mental distress, and help-seeking 
for mental distress, in UK newspapers. In particular, stigmatising EMs will be an 
area of interest, as will the prevalence of EMs drawing on medical models of 
distress.
To avoid ethnocentric assumptions and maintain a critical and flexible 
perspective during analysis, this study is positioned within the epistemological 
framework of critical realism. This stance does not preclude the existence of an 
objective reality, but suggests that we are poorly able to understand it, and that our 
understanding must necessarily be in the light of personal and social influences. This 
is contrary to more positivist approaches, which hold that we can objectively 
measure and understand underlying truth or reality.
Research Question
How is mental distress and help-seeking for mental distress portrayed in UK 
newspapers?
Method 
Sample Text
The data corpus was the 10 UK newspapers with the largest print circulations 
in January 2013, determined using circulation statistics from the Audit Bureau of 
Circulations (Appendix 3). These newspapers were: the Times, the Evening
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Standard, i1, the Sun, the Daily Express, the Daily Mail, the Daily Mirror, the Daily 
Telegraph, the Daily Star, and the Financial Times. The decision to select the corpus 
based upon circulation statistics was made to ensure that the papers used were 
accessed by a wide audience, and so that the corpus contained both national and 
regional newspapers, ‘broadsheet’ and ‘tabloid’ formats, free and retailed 
newspapers, and newspapers with a variety of political orientations and readership 
demographics.
For the present study, the newspapers analysed would be assumed to influence 
the EMs of adults, as these newspapers are not generally targeted at younger readers. 
EMs would be assumed to reflect those of a similar age group, as individuals under 
this age could not gain employment within the media to represent their views.
There has been no published research attempting a TA with similar data or 
research aims to this study, which could have offered guidance on a suitable data set 
size. Theoretical saturation (e.g., Strauss & Corbin, 1998) and data redundancy 
(e.g., Lincoln & Cuba 1985) are two important concepts that bear on this issue. The 
former refers to the point at which theory (themes) derived from analysis can account 
for all sample data, even when new data is added. The latter refers to the point at 
which adding new sample data to a study does not change the conclusions of the 
analysis. The amount of sample text used in a study should be large enough to 
support claims of saturation and redundancy, but small enough to allow for thorough 
and intensive analysis (Sandelowski, 1995).
1 i was first published on October 26th, 2010. Days selected for analysis prior to 
this date only contained articles from the remaining nine newspapers for that day. In 
actuality, two days prior to this date were selected for analysis.
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A preliminary investigation was undertaken to estimate a suitable data set size. 
The search terms listed below under Search Strategy were applied for randomly 
selected non-consecutive days during 2 0 1 2 , and filtered using the exclusion criterion 
below. Using the amount of text returned as a benchmark, it was decided that 
analysis would be begun on a data set of five days, before sampling further randomly 
selected days until the addition of data from one entire day failed to generate any 
new themes or modify existing themes. It would then be considered that saturation 
and redundancy had been arrived at, in a sense concordant with the epistemological 
stance of the current study. That is, that themes explored were not the only available 
‘true’ themes; but were sufficient to comprehensively account for the data.
To sample the initial five day data set, a number was assigned to each day 
between the 11th May 2010 (Coalition government comes to power), and the 29th 
April 2013. Microsoft Excel’s random number generator was then used to select 
days. This time frame was used to provide a political/ societal context for the themes 
examined.
The Evening Standard did not publish weekend editions during the selection 
period, and i launched its Saturday edition on 07/05/11. As such, when a Saturday or 
Sunday was randomly selected, this excluded some newspapers from the data set. In 
actuality, one Saturday and two Sundays were selected for analysis.
After the compilation and coding of the initial five day data set, a further three 
days were sampled before it was considered that saturation and redundancy had 
occurred. The eight dates selected are shown in Appendix 4. The selection process is 
documented in Appendix 2.
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Search Strategy
Past qualitative research concerning media portrayals of mental distress has 
highlighted the use of generic or undifferentiated classifications, such as “psychiatric 
patient” or “mentally ill” (Coverdale, Naim, & Claasen, 2002, p. 700). This study 
used a broad range of search key words in compiling the data set, so that conflated 
categories of mental health problems would not be overlooked. Historic terms that 
are now in colloquial usage were not used. For example, “mad” and “crazy”.
“Insan!” was used as a search term due to its continued usage in legal proceedings 
(using the Nexis search engine, an exclamation mark finds the root word plus all 
truncated forms of the word, so that “insan!” will return search results for “insane” 
and “insanity”). Though the greatest effort was made to form a coherent theoretical 
rationale for the choice of the search string and other aspects of the method, Whitley 
and Berry (2013) have discussed how such issues can be problematic in newspaper 
research. For example, the decision was made to exclude “non-business news” from 
the data set. This is defined by Nexis as including letters to the editor, sports reports 
and obituaries, among other subject areas, and is compiled separately from “business 
news”, so that there are differences in the way that it is catalogued and searched. 
Ultimately, the decision was made to exclude non-business news due to the inclusion 
under that heading of articles by non-professional journalists (letters to the editor and 
obituaries), as well as the practical difficulties inclusion of this category of news may 
have posed. However, some sports reports were returned by the search string, and 
how Nexis demarcated business and non-business news was not always clear. Nor 
was further information on this available from the website.
The search string used was:
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“mental health” OR “mental illness” OR “mental disorder” OR schizo! OR 
depress! OR anxi! OR “personality disorder” OR insan! OR compulsive OR “panic 
attack” OR psycho! OR bipolar OR “stress disorder”
The only exclusion criterion was: if  articles used a search term in a sense other 
than referring to mental distress. For example, if ‘depression’ was used in reference 
to economic trends. This did not exclude those articles where one of the terms above 
was used in a slang or derogatory rather than diagnostic sense.
Analytic Procedure
“Thematic analysis [TA] is a method for identifying, analysing, and reporting 
patterns (themes) within data.” (Braun & Clarke, 2006, p. 79). TA can be used with 
purposively generated data such as interview transcripts, as well as with extant data 
such as newspapers. Previous research (Huang & Priebe, 2003), suggested that 
information relating to mental distress is presented explicitly in newspapers, and is 
thus amenable to TA at a semantic, as opposed to a latent level (as differentiated by 
Boyatzis, 1998).
Protocols for completing both inductive and deductive TA are provided in the 
literature. There is little research into portrayals of distress and help-seeking in the 
UK with which to link findings of the analysis, so an exploratory, inductive approach 
was thought to be required for this study, which would ensure results were strongly 
tied to the sample data (Patton, 1990). Though it was decided that EM theory would 
be used to structure the reporting of results, the inductive approach precluded an 
analysis based solely upon searching for EMs in newspaper reporting, which may 
have overlooked data that did not conform neatly with EM theory.
Holloway and Todres (2003), suggest that the discussion of assumptions such 
as the epistemological grounding of a study (as undertaken above), are essential to
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ensure qualitative results of a high quality. Further measures undertaken to this end 
include: prolonged engagement, in this case with the data set and surrounding 
contextual information (Creswell, 1998); audit trail (Lincoln & Guba, 1985); 
documenting and exploring saturation and redundancy (Caelli, Ray, & Mill, 2003); 
and reflexivity (Malterud, 2001). Relating to the last strategy, the active role of the 
researcher and their subjective position was acknowledged throughout analysis 
(Taylor & Ussher, 2001).
Analysis took place following the procedure below, which was loosely based 
on that described by Braun and Clarke (2006), with adaptations to allow for the type 
of data that would be collected and the iterative collection method planned for this 
study.
1. Searching the data corpus of newspapers using the Search Strategy and 
screening data for entry into the data set.
2. Becoming familiar with the data set.
3. Generating initial codes and searching for themes. At this stage, similarly to 
Allen and Naim (1997), “no pre-determined analytic categories were 
specified” (p. 337). The analyst noted a concise, subjective description of 
every single mention of distress or help-seeking featured in the text returned 
by the search string, with the coding unit (Joffe & Yardley, 2004) at the level 
of a phrase (several words but not necessarily an entire sentence). When a 
commonality arose between two or more of these descriptions, the 
applicability of the shared descriptor across further mentions of distress was 
explored (in effect, these were the initial codes). If a descriptor was 
applicable across several pieces of text, it was retained as a code, and if it 
continued to be useful, then it became a potential theme; if not it was
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discarded, and so on, until a prototype list of themes was arrived at. As this 
stage was originally undertaken, the decision to use types of portrayal of 
mental distress as themes had not been made, and it occurred only as the list 
of themes that inductively emerged could be classified as such.
4. Exploring themes.
5. Reviewing, defining and naming themes, further analysis.
It was found that immersion in the data required that the researcher move 
backwards and forwards between stages, in an iterative and dynamic fashion. 
Narrative reconstructions of stages can be found in Appendix 1 . These are based on 
excerpts from the Memo/ Audit Trail attached in full as Appendix 2. The online print 
media database Nexis.com was used to retrieve data, which was managed in the 
NVivo software package.
Results
Using the sampling strategy above, the data set ultimately comprised 122 
articles, or 82,014 words. Analysis of the data set generated eight themes. A detailed 
description of the processes through which these themes were arrived at is contained 
in Appendix 1. Themes related to how information about distress and help-seeking 
was presented. It appeared that in the data set, there were a discrete number of ways 
of presenting such information, each with unique properties that were homogenous 
across newspapers. Themes, with a brief description of each, are shown in Table 1 
below.
Theme Description
Fictional References. Writing about fictional mental distress.
Personal Account. Individuals’ personal experiences of mental distress.
Generic Advice. Advice relating to mental distress that did not recommend 
professional treatment.
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Professional Help- 
Seeking Advice.
Advice relating to mental distress recommending 
professional treatment.
Recent Event News. Reporting of recent events involving or related to 
individuals experiencing mental distress.
Queried Accuracy 
News.
Similar to Recent Event News, but containing phrases or 
wordings that questioned the legitimacy of the distress 
reported.
Scientific Findings 
News.
Information regarding newly published or reported scientific 
findings relating to mental distress.
Opinion. The subjective opinion of a journalist, politician, celebrity, 
or sportsperson concerning mental distress or help-seeking.
Table 1. Themes.
These themes will now be discussed in detail and related to EM theory. Several 
examples of text coded under each theme are given.
Themes
Generic Advice
Text coded under this theme offered non-medicalised advice (both preventative 
and curative) relating to mental distress. This was often within a holistic (i.e., non­
dualist) framing. The tone was informal and advice was often applicable to everyone 
(not just those experiencing distress), as in this quote from the Daily Mail (July 14th, 
2011):
"Often, it can be something as simple as giving ourselves the time to look after 
ourselves, such as getting a massage or having uninterrupted time alone when 
no one asks us to do anything for them, " says Dr Borysenko. (page number 
unavailable)
As in the quote above, language was often idiomatic and relatively vague, so 
that it lacked detail on the specific actions being directed. This is illustrated again in
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the following quote from the Daily Star (June 12th, 2010, p. 39): “Ultimately, you 
need to accept that while your dear brother so tragically lost his life, you still have 
yours. You owe it to him to live life to the full, and honour his memory.”
Diagnostic criteria were rarely mentioned alongside this advice, and 
experiences that might be classified as ‘symptoms’ in medical EMs were not 
necessarily represented as such, as in this quote from the Daily Mirror (September 
18th, 2012, p. 39): “There is absolutely no shame in admitting to your family and 
friends that you're feeling low.”
Authors of text coded under this theme often had either professional (as in the 
first quote above), or personal experience, from which perspective they could 
provide information to the reader, as in this quote from the Mail on Sunday 
(November 7th, 2010, page number unavailable): “Taking control of my physical 
health, from diet and exercise to sleep, and educating myself about my conditions, 
had a huge impact on my recovery.”
Coding for this theme often co-occurred with that of the theme Personal 
Account (as in the previous quote), and was in some ways similar to the theme of 
Scientific Finding News, in that behaviours were highlighted as useful, though 
‘scientific’ sources were lacking.
Text coded under this theme presented EMs that were not drawn from medical 
models. Information was primarily associated with the Treatment element of EMs, in 
a way that does not prioritise professional treatments over lay and alternative 
treatments. Text coded under this theme may also be associated with the element 
Onset of symptoms, in that experiences that might be classified as symptoms within 
medical models were not classified as such (for example, “feeling low” in the third 
quote above).
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Professional Help-Seeking Advice
Text coded under this theme was generally written in the imperative mood, 
directing people experiencing distress to seek help from professionals in an 
empathetic manner, as in this quote from the Daily Mirror (September 18th, 2012, p. 
39): “I'd urge you to see your GP and talk over how you're feeling and what can be 
done.”
Often the contact details for helping organisations were provided. During 
coding for this theme, the definition of ‘professional’ was not restricted to the NHS 
and its employees, so these contact details sometimes belonged to third-sector 
organisations, as in this quote from the Daily Star (June 12th, 2010, p. 39): “Always 
remember that you can call The Samaritans any time, day or night (08457 909090).” 
People experiencing distress or their friends/relatives were specifically 
targeted. In some cases, text coded under this theme came from ‘agony aunt’ 
columns, and was provided in response to specific individuals’ difficulties. The 
person giving the advice held the position of an expert either by profession or 
experience, which was often detailed before an advice-giving statement, as in the 
following quote from the Daily Telegraph (November 7th, 2010, p. 85): “The Clinical 
Psychologist. Pieter Kruger... Emetophobia can be treated and you should seek help.” 
Diagnostic labels were frequently employed, as in the quote above and this 
quote from the Daily Telegraph (July 27th, 2010, p. 20): “Your doctor should help 
you tackle the depression.”
Similarly to Generic Advice, text coded under this theme was sometimes 
presented alongside research findings, linking it with the theme of Scientific Finding 
News.
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EMs presented under this theme drew on medical models of distress, and 
would primarily relate to the Treatment element of these EMs, in a way which 
privileged professional help-seeking. Although the development of this theme 
allowed for a broad definition of ‘professional’, no information was found during 
analysis that directed help-seeking from practitioners using alternative EMs, such as 
Ayurvedic medicine, a fact which is explored in the Discussion. The use of 
diagnostic terms may also indirectly associate this theme with the EM element Onset 
of symptoms. That is, by reading descriptions of experiences paired with diagnostic 
terminology, readers may subsequently classify similar aspects of experience as 
symptoms of a diagnostic category of distress.
Fictional References
Text coded under this theme alluded to fictional mental distress attributed 
either to a real individual or a fictional character. This was often in the context of a 
review of a piece of literature, film, TV or theatre, as in this quote from the Times 
(February 3rd, 2013), which discusses a fictionalised autobiography:
Cahalan was a successful 24-year-old journalist on the New York Post when 
she first started suffering blackouts, seizures and unexplained paranoia. Within 
weeks, she transformed into someone unrecognisable, descending into a state 
of acute psychosis, undergoing rages, convulsions and hallucinations and 
finally ending up in hospital glued to an EEG machine, (p. 42)
Colloquial clinical terms were frequently employed, for example, “insane”, 
“psychotic” (not in the clinical sense of the term), and “madness”, as well as other 
diagnostic terms varying in their degree of correspondence to correct clinical usage. 
This is shown in this quote from the Evening Standard (September 18th, 2012, p. 26),
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concerning a play which presented a fictionalised account of Charles Dickens’ life: 
“Dickens would almost certainly have been diagnosed with bipolar disorder.”
Text coded under this theme was characterised by a sense of drama or 
exaggeration. In this way, some articles provided stigmatising portrayals of mental 
distress. For example, the quote below from the Daily Mirror (December 8th, 2011), 
which portrays a fictional experience of distress attributed to a real life TV presenter: 
If you ever spot his foaming mouth begging through the window of an Aston 
Martin Virage for a mental health crisis team, remember this is a man who's 
made a living out of saying therapy is for muesli-knitting veggie poofs, (p. 27) 
Text coded under this theme would mostly be associated with the EM elements 
Onset of symptoms and Course. Some portrayals under this theme could be 
considered as stigmatising, so that being ‘different from others’ is stored under the 
EM element of Aetiology. Where diagnostic categories were used, EMs would be 
organised according to these categories. The first quote above concerned a portrayal 
of a psychotic experience brought on by encephalitis, which would contribute to the 
elements of Aetiology and Pathophysiology for that form of distress.
Portrayals under this theme may represent an exaggerated version of EMs held 
by the general population due to their intention to entertain. If readers acknowledge 
this fact, this may reduce the impact of information on their EMs.
Scientific Findings News
Text coded under this theme referred to new scientific findings. Diagnostic 
terminology was frequently used, but by research standards, reporting was 
conceptually crude, and poorly referenced. This made some text confusing and 
difficult to follow up, as in this quote from the Daily Telegraph (December 8th, 2011, 
p. 16): “Depression could be caused by crossed wires in the brain that stop people
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experiencing pleasure, a Stanford University study has found.” This trait in the 
absence of a diagnostic category can also be seen in this quote from the Sun (July 
14th, 2007, p. 37): “City Living- can lead to mental illness, says a German study.” 
Some coding shared similarities to the Advice themes, in that, though a 
directive was not offered to the reader, one could easily be deduced. For example, a 
reader could deduce from the preceding quote that they should not live in a city. 
Likewise, in the following quote from the Sun (February 3rd, 2013, p. 13), it can be 
deduced that “fizzy drinks” should be avoided: “It's been shown fizzy drinks can 
cause depression.”
EMs presented under this theme drew on medical models of distress, 
particularly in relation to the elements of Aetiology, Pathophysiology, and/or 
Treatments. On those occasions where more general categories of mental distress 
were used (for example, “mental illness” in the second quote above), EMs may be 
organised by these designations, or this information may be applied across EMs 
considered to be under this broad grouping.
This theme did not always prioritise clinical treatments or reflect current 
medical understanding of mental distress (for example, “city-living” or “fizzy 
drinks” as aetiological factors in the quotes above); but it nevertheless supported a 
medical view of distress. Given the quality, accuracy, and detail of information under 
this theme, the impact of this text may be diffused by confusion.
Recent Event News
Text coded under this theme reported recent events involving individuals 
experiencing mental distress from an ostensibly objective standpoint. Diagnostic 
terms were often used, though not always in a clinically valid sense. There was a 
contrast in the way in which individuals with different degrees of mental distress
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were portrayed. Portrayals of non-psychotic distress were sympathetic, with 
individuals as passive sufferers, as in the following quote from the Daily Mirror (3rd 
February, 2013, p. 5): “But he fell into a depression after failing to save his 
marriage... and was only "saved" after finding Storm.”
Depictions of more severe mental distress were less sympathetic, with frequent 
references to unconventional behaviours and violence, as in this quote from the Daily 
Telegraph (June 12th, 2010):
A university dropout shot and stabbed his father 16 times in his bedroom 
before leaving a note for his mother which said: "Please don't enter mum." 
Thomas Williams, 23, had scrawled on a pillow: "Ha, ha, scum. Die and bum 
in hell." Williams admitted the manslaughter of his father Tony, 56, on the 
grounds of diminished responsibility after Cardiff Crown Court heard he was a 
paranoid schizophrenic, (p. 8)
This type of portrayal is also shown in the following quote from the Daily 
Mirror (July 27th, 2010):
A man bludgeoned his mentally-ill wife with a hammer because she would not 
stop talking, a court heard yesterday. After Fintan Murphy turned himself in 
following the bloody attack he told gardai: "I just wanted to shut her up. She 
just talks and talks." Psychiatric patient Murphy, (p. 18)
As in the previous quote, people experiencing mental distress were 
occasionally represented using generic classifications (“psychiatric patient”), as 
previously reported by Coverdale et al. (2002).
EMs presented drew on medical models of distress, and information was 
associated with the elements Onset of symptoms, Course, and Aetiology.
Occasionally, Treatment was also mentioned. The division in reporting styles
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depending on individuals’ levels of distress may affect EMs differentially. EMs 
classified by diagnoses such as depression and anxiety were constructed as passively 
endured, relating to the EM elements of Aetiology and Course.
For more severe diagnoses, this theme may maintain or reflect stigmatising 
EMs containing violence, unusual behaviours, and difference from the norm, under 
the EM elements of Onset of symptoms, Course, and Aetiology.
Queried Accuracy News
Text coded under this theme was presented similarly to (often alongside) the 
theme Recent Event News, so the reader would assume that objectivity is retained; 
however it contained phrases that questioned the legitimacy of reported distress, as in 
this quote from i (December 8th, 2011, p. 10): “Mr Kumbaro had been receiving 
incapacity benefits because he claimed he was suffering from depression and post- 
traumatic stress disorder.”
As in the previous quote, distress was sometimes portrayed as a pretence being 
used in attempt to gain something. This is also the case in this quote from the Daily 
Mail (4th January 2012, page number unavailable): “He failed to persuade 
Greenwich Council that he should be rehoused because of intimidation. He claimed 
to be suffering from psychological problems.”
Alternatively, distress was portrayed as an excuse against responsibility or 
culpability, as in this quote from the Daily Star (July 27th, 2010):
Elaine, who lives in Tam worth, Staffs, added: "When you're on your own, have 
a child and are offered £1,100, it's a very tough thing to turn down. I used some 
of the money to go on a cruise because I was depressed. I needed a break." (p.
4)
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Text coded under this theme contained an implicit assumption about what was 
reasonable or usual given the circumstances. Sometimes this assumption was made 
explicit in reference to specific diagnostic terminology, as in this quote (particularly 
the italicised text) from the Sunday Mirror (November 7th, 2010, p. 29): “Martin 
Yeates, 52, who was in charge at Stafford Hospital from 2004 to 2007, says the 
scandal has left him with Post-Traumatic Stress Disorder, a condition normally 
suffered by soldiers returning from warzones.”
The diagnostic terms used under this theme would mean that information 
would be associated with EMs organised according to these classifications, 
particularly the elements of Aetiology, Onset of symptoms and Course. Portrayals 
may be considered as stigmatising as they suggest badness on the part of individuals 
experiencing or claiming to experience some forms of mental distress, and raise the 
possibility of secondary gain. These stigmatising portrayals are delivered as objective 
facts and not attenuated by the highlighting of subjectivity.
Personal Account
Text coded under this theme was the reported or quoted narrative of 
individuals’ experiences of mental distress, or of caring for someone experiencing 
distress. Diagnostic terms were used in a roughly equal ratio to more general 
terminology, such as “stress” in this quote from the Daily Mail (14th July, 2011, page 
number unavailable): “I always prided myself on being able to handle stress, but that 
day something snapped inside me.”
Sometimes these accounts were provided by well-known or sports 
personalities, such as in this quote from the Evening Standard (December 8th, 2011, 
page number unavailable): “Derbyshire captain Luke Sutton today retired from
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cricket, having suffered from depression. The 3 5-year-old said: "I've been aware for 
some time that I have problems with certain aspects of my mental health."”
More severe forms of mental distress, such as psychotic experiences, were only 
examined from the point of view of carers, as shown in this quote from the Daily 
Mirror (November 7th, 2010, p. 8): “Jaqueline says she needs the two extra bedrooms 
for daughter Melanie, 37, and son Rory, 33, who suffer from schizophrenia.”
Journalists generally used a sympathetic and non-stigmatising tone, as shown 
in this quote from the Daily Star (January 4th, 2012, p. 33): “But the trappings of 
glamour and fame can be just as stressful for Kirk. "I suffer from anxiety."”
Though diagnostic labels were not always used, EMs still reflected medical 
models of distress. However, presentations of the medical model were simplistic, for 
example, with distress being caused by pathogenical agents, to be “suffered” as in the 
quote above, or against which active resilience is required, as in this quote from the 
Daily Telegraph (December 8th, 2011, p. 9): “In a recent candid and courageous 
interview, former Manchester City captain Andy Morrison discussed his long battle 
with depression.”
Text coded under this theme often co-occurred with coding for the Advice 
themes, when the individual relating their experience gave information on what they 
found was helpful in relation to their experiences.
Articles containing coding references for this theme often provided a linear 
narrative detailing identification of a problem, help-seeking, outcome, and further 
details, which would contribute to all elements of an EM. Vivid personal examples of 
successful treatments may make persuasive cases for the professional/medical 
treatments described.
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Opinion
Text coded under this theme was presented as the subjective opinion of a 
journalist, politician, celebrity, or sportsperson, either quoted directly or as reported 
speech. When opinions were presented as objective because they belonged to clinical 
experts, these were coded under Scientific Finding News. When opinions specifically 
concerned seeking treatment, these were coded under the Advice themes.
Coding often came from individuals who had experience of mental distress, 
and presented EMs drawn from the medical model, as in this quote from the Sun 
(July 27th, 2010, p. 54): “O'Sullivan, who battles with depression, added: "Hopefully 
in the future, there can be something in place for great players who have done good 
for the game."”
Unlike the quote above, diagnostic categories were not generally used, as 
demonstrated by this quote from the Times (July 27th, 2010, p. 9): “Angry, unhappy 
children who come from dysfunctional backgrounds, and who have suffered 
emotional and psychological damage, require our understanding and compassion.” 
People experiencing mental distress were sometimes designated by generic 
classifications, as implied (in the italicised phrase), in the following quote from the 
Daily Mirror (February 3rd, 2013):
He called the Sandy Hook school massacre, in which 26 were killed, 
"unbelievably horrible" and called for an increased focus on mental health to 
prevent future mass shootings. Stallone said: "The biggest problem, is not so 
much guns. It's that the people that have done these things in the past 30 years 
are crazy. And that's where we've dropped the ball- mental health. That to me 
is our biggest problem in the future, insanity coupled with isolation." (p. 10)
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Mental distress was not necessarily the main topic of articles featuring coding 
for this theme, but articles touched on the subject for a variety of different reasons. 
Language was sometimes vague to the point of being confusing, as in the following 
quote from the Daily Telegraph (8th December 2011), which also appears to imply a 
link between some forms of mental distress and dangerousness:
Using the words mental and psychiatric is probably clinically correct. However 
those words cover a wide spectrum of illnesses and carry unpleasant 
connotations; they are positively unhelpful when it comes to defining 
psychological problems which, though serious, are not those which are 
dangerous, (p. 9)
Information coded under this theme would be associated with all EM elements, 
classified by diagnostic labels or more general terms. Areas ostensibly unrelated to 
EMs were also discussed, such as government health policy.
Discussion
The analysis undertaken above proposes a typology of portrayals of mental 
distress and help-seeking for this distress in UK newspapers. This was coded under 
the themes of: Fictional References; Personal Account; Generic Advice; Professional 
Help-Seeking Advice; Scientific Findings News; Queried Accuracy News; Recent 
Event News; and Opinion. EMs under all themes were relatively un-sophisticated 
representations of medical models, with the exception of Generic Advice, which used 
more holistic EMs. Some of the former EMs could be said to be stigmatising. There 
were no findings that could not be accommodated by EM theory, supporting the 
decision to use it as an underlying structure for the analysis and reporting of results. 
There were differences between the genders in the way that journalists wrote about 
mental distress..
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The ubiquity of medical EMs in this analysis might be considered a positive 
finding, since adherence to these has been shown to be predictive of professional 
help-seeking (e.g., Ruesch et al., 2011; though cf. Schreiber & Hartrick, 2002). The 
advocacy of professional help-seeking under the theme eponymously named may 
also promote professional help-seeking. However, portrayals of mental distress 
presented unsophisticated, and at times misleading representations of current medical 
understanding, which may reflect and maintain the status of these ‘flawed’ EMs in 
the general population. It may be that the positive effect of adherence to such EMs is 
lessened by confusion and over-simplification. Contrary to some previous research 
findings (Coverdale et a l ., 2002), most themes did not represent people experiencing 
mental distress using generic classifications, such as “mentally ill”; rather, specific 
diagnostic categories were used, consistent with the medical focus.
The presence of the theme of Personal Account may also be considered a 
positive finding. Vogel and Wade (2009), have suggested that such accounts can 
indirectly reduce the stigma of mental distress, presumably by providing information 
related to non-stigmatising EMs. Thus they may indirectly increase help-seeking. 
However, it was notable that no coding for the theme of Personal Account came 
directly from individuals currently experiencing more severe forms of mental 
distress, such as psychosis, and this de-stigmatising effect could be conferred only on 
EMs for less severe, non-psychotic forms of mental distress.
Also concerning more severe forms of mental distress, EMs presented under 
the theme of Recent Event News emphasised the dangerousness of those 
experiencing such distress, and thus can be considered as stigmatising. This was true 
to a lesser extent for the theme of Fictional References. Coding under the theme of 
Queried Accuracy News presented EMs for distress containing badness that may also
34
be considered as stigmatising. EMs presented under these themes may represent 
barriers to help-seeking if held by readers (Brown et al., 2011). However, Ward 
(1997), has pointed out that such portrayals may be written under the premise of 
‘sensation sells’, which may also explain the prevalence of Recent Event News as the 
most coded theme. Readers may be cognisant of this propensity when assimilating 
these EMs.In this analysis, female journalists appeared to be writing about distress in 
a more sympathetic light than their male colleagues, whose portrayals were cynical at 
times (this was particularly obvious under the theme of Queried Accuracy News, 
which was coded exclusively for male journalists in this analysis). This may both 
reflect and maintain different EMs between genders in the general population, in turn 
contributing to the different rates of help-seeking between genders, such that women 
are more likely to seek help (reviewed by Galdas, Cheater, & Marshall, 2005). 
Interestingly, the only theme which deferred from medical models of distress 
(Generic Advice), was predominantly written by female journalists in this analysis. 
Given that adherence to medical models of distress has been shown to be predictive 
of professional help-seeking (e.g., Ruesch et al., 2011), we might expect women to 
help-seek less due to holding these alternative EMs; though this is not the case. One 
viable explanation is that female journalists are simply writing more about mental 
distress than their male counterparts, using all of the EMs they have available to 
them. To investigate this theory further would require a quantitative investigation, a 
possibility which is taken up under Avenues for Future Research and Intervention 
below.
A mechanism by which different styles of reporting between male and female 
journalists may maintain different EMs in the general population will now be 
proposed. Most individuals do not read newspapers cover to cover, they actively
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choose articles to read or ignore and spend different amounts of time on different 
articles; at a more implicit level, they also interpret what they read in light of pre­
conceived attitudes (e.g., McKeown & Clancy, 1995), and these decisions maybe 
impacted upon by self-determination and cognitive biases, such that readers attribute 
different degrees of salience or importance to different articles (see Kay, Martin, 
Kelly, & Stark, 1997, for an interesting quantitative examination of newspaper 
mental health publicity recall, which may be indicative of salience). Gender may 
play a role in this, for example, in the selection of celebrity role models, or if an 
individual attributes a different degree of authority to the writing of male or female 
journalists.
It is also probable that extraneous variables have an impact on this process. For 
example, conformity to stereotypically masculine traits such as denial of 
vulnerability have been shown to be barriers to help-seeking for mental distress 
(O’brien, Hunt, & Hart, 2005). Such gender-patterned traits may influence the 
willingness of journalists to write about distress, the way readers assimilate writing 
about distress, and the way both deal with it in their own lives. Further ideographic 
issues may also be important. For example, the reader’s temperament and mood at 
the time of reading, and the emotional impact of sympathetic, or conversely, 
shocking or dramatic portrayals. To folly conceptualise this process it seems likely 
that a complex, interactional combination of all these possibilities would be required, 
which is beyond the scope of the present study. Highlighting these issues in relation 
to gender remains important, as such processes may operate in similar ways with 
differences in EMs between other ‘cultures’, such as age cohorts.
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Critical Appraisal
A number of critical points concerning the present study will now be 
examined.
It is likely that the dominance of the medical model found in this analysis was 
at least partly predetermined by the design of the study. Focusing on mental distress 
implies a Western, dualist assumption, and this was manifest operationally in the 
selection of key words for the search string used in data collection. The difficulty and 
necessity for compromise in defining search terms for research of this kind has been 
highlighted elsewhere (Whitley & Berry, 2013).
Related to this point, no advice was found that recommended help-seeking 
from professionals using non-mainstream EMs, such as Ayurvedic medicine. If this 
had been present, it would have raised interesting questions concerning the definition 
of ‘professional’ under the theme of Professional Help-Seeking, and could 
foreseeably have had an impact on subsequent coding of this and other themes.
In fact, there were no findings which related to ethnic differences in EMs, as 
suggested by the work of researchers such as Bragazzi and Del Puente (2012). It had 
initially been hoped that the race and ethnicity of journalists could be explored 
during analysis to provide a greater insight into this possibility, however this proved 
impossible. While some journalists’ names appeared to denote their ethnicity, it was 
difficult to confirm this: surnames may have been received through marriage, and 
degree of naturalisation could not be ascertained (i.e., first generation, second 
generation, and so on). It could be suggested that given this difficulty in establishing 
journalist ethnicity, this would be a similarly difficult task for readers, and 
accordingly have a limited impact on salience. The newspapers that made up the data 
corpus were the 10 highest circulating newspapers in the UK, and so they can be
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assumed to be accessible to a wide range of groups in the population, including 
individuals belong to minority ethnic groups, and with English as their second 
language, who may have alternative culturally-specific EMs available. Though there 
were no findings that might bear on the patterning of themes along ethnic grounds, 
this may have been overlooked due to this study’s method, or it may be that 
patterning of this kind is not present: differences in help-seeking between social 
groups may be maintained through means other than newspapers, such as the direct 
social transmission of EMs. These issues are taken up below under the heading 
Avenues for Future Research and Intervention.
A critical comment concerning EM theory also bears on this point. Despite the 
model’s intended transcultural nature, the names of EM elements are inadvertently 
tied to Western medical models. For example the Latinate term ‘Aetiology’ and its 
signified meaning may not occur in non-medical models. Moreover, in this analysis, 
instances of coding rarely related to a single element, and such categorical elements 
may be an over-simplification. However, elements were used in this study only as 
guidelines to structure the reporting of findings, and are unlikely to have affected the 
analysis itself.
The conceptualisation of EMs utilised was necessarily influenced by the 
researcher’s own interpretation of the construct. EMs were originally conceived of as 
a tool to elicit individuals’ beliefs and compare these across social and medical 
systems, though they are frequently reified in the primary sources as those actual 
beliefs themselves (e.g., Kleinman, 1978). The EM construct as used in this study 
was a compromise between these two standpoints that aimed to remain concordant 
with a critical realist epistemology.
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The choice to use newspapers for this study was made in awareness that they 
form only one aspect of the UK media. Both print newspapers and their online 
content are not accessed by everyone in the UK population. Other media sources 
such as TV and radio may influence these individuals’ EMs, as well as information 
passed on through social transmission. There are several further issues concerning 
the choice to use print media and the present method. The Nexis website used for 
compiling the data set does not show articles in their original size and format. Rather, 
articles are displayed in a generic font, with headlines and sub-headings uniformly 
differentiated. Word count does not necessarily represent page coverage in print. It 
seems likely that these factors may affect the saliency of articles for readers, but they 
could not be taken into account within the current method. Themes varied in the 
frequency of their coding, and the regularity of a theme’s occurrence may affect its 
saliency (which would be conferred upon the EMs presented). Neither did the current 
study control for the position of articles within newspapers, though it might be 
hypothesised that a front page story is more widely read and esteemed, and therefore 
may influence EMs more. Nexis does not display pictures presented with articles, 
though if these are striking they may alter the salience of accompanying text. 
Similarly, advertisements are not included, though these may be related to EMs for 
mental distress, for example, government health campaigns. To examine these 
factors would have required a radically different design, again discussed below under 
Avenues for Future Research and Intervention. Despite these issues, decisions 
concerning the method of this study are to some extent justified by the robust themes 
generated.
A final possible weakness of this study is its treatment of stigma. Recently, 
complex conceptualisations of stigma have been devised, for example, separating
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public from self-stigma, and stigma attached to experiencing distress from stigma 
attached to help-seeking (reviewed by Vogel & Wade, 2009). However, these 
conceptualisations and the related terminology are not universally agreed upon or 
observed (e.g., Brown et al., 2011), and the choice was made to utilise a broad 
definition of stigma. From the results of this analysis, it appears that this 
conceptualisation was sufficient to usefully explore the data, although a more 
complex conceptualisation of stigma may have provided further insights in relation 
to the themes and EMs examined here.
Avenues for Future Research and Intervention
A number of avenues for future research arise from the critical points above. 
Firstly, a similar TA could be conducted using a method that allowed for the physical 
properties of newspaper articles to be taken into account, including the size of fonts, 
page coverage, and pictures accompanying articles. This may give a deeper view of 
the salience and emotional impact of themes. A similar project was undertaken by 
Naim, Coverdale, and Classen (2006), so there is some evidence for the feasibility of 
this kind of work. Likewise, different forms of media could be subjected to analysis, 
such as magazines, radio, and TV to see if EMs varied from those of this study.
There is also precedence for this kind of study (e.g. Wilson, Naim, Coverdale, and 
Panapa, 1999), which could be extended through the use of EM theory.
Using a search string modified from the one given above, it would be useful to 
explicitly explore media portrayals drawing on alternative models of distress (such as 
Ayurvedic medicine), and help-seeking within these models. This could be 
undertaken in a way that also incorporated information regarding journalist and 
audience demographics, particularly in relation to race and ethnicity, and thus may
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give a picture of EMs in the UK that diverge from medical models. Surveying 
specific age groups could also be taken up in future research.
At the level of EMs that are held by a community, and in particular those held 
by the medical community, the EM construct could be compared with that of 
Foucauldian discourses (e.g., Foucault, 1970). That is, the collection of EMs used in 
UK medicine indirectly maintains the status, power, and financial gains of certain 
groups of individuals (i.e., medical professionals), possibly at the expense of other 
groups. Qualitative methods associated with this conceptualisation, such as 
Foucauldian Discourse Analysis, may provide an interesting perspective on the 
dominance of medical EMs found in this study.
Moving away from the critical realist epistemology used to ground this 
analysis, different strategies could be used to check the quality of results within an 
otherwise similar TA method. Within a more positivist epistemology, findings could 
be fed-back to participants for their appraisal (Schwartz-Shea, 2006). Similarly, data 
could be coded by multiple people, and inter-rater reliability calculated (Armstrong, 
Gosling, Weinman, & Marteau, 1997), or a deductive TA could be completed using 
the themes listed above, thus exploring their horizontal generalisability (Stephens, 
1986).
Some points arising from this study could be usefully empirically investigated. 
For example, experimental designs could examine the impact of newspaper articles 
relating to mental distress on participants’ EMs. Salience could also be explored. For 
example, the differential salience for male and female readers of information 
presented by male and female journalists.
It was hypothesised above that women journalists may be writing more about 
mental distress than their male counterparts, and this could be investigated
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quantitatively. Although the mean proportion of bylines for each gender was roughly 
equal in this analysis, it may be that this is not reflective of the ratio of men to 
women whose writing is printed by corpus newspapers in other subject areas. 
Comparison of the ratio of male to female bylines of articles relating to distress with 
a base rate for general articles may be revealing.
The findings of this study lead logically towards some areas for intervention. 
Previous media campaigns in the UK have had some success at reducing stigmatising 
views (Crisp, Gelder, Goddard, & Meltzer, 2005), and this could perhaps be 
amplified by targeting specific groups within the UK population, or specific EM 
elements held by these groups, towards a shared understanding with professionals. 
For example, some groups appear to use an EM of “possession” for types of mental 
distress (Bragazzi & Del Puente, 2012): a campaign might publicise professional 
treatment pathways for this EM.
This study also highlights a possible intervention with UK newspapers. A 
number of stigmatising portrayals of mental distress were examined during analysis. 
Interventions that provoked more sensitive, balanced portrayals (particularly on the 
part of male journalists) could lessen this potential influence. Similar projects have 
been undertaken by Stuart (2003), and Stark, Paterson, and Devlin (2004), both with 
mixed results. It may be that such an educative intervention is redundant if 
stigmatising portrayals do not result from journalists’ misunderstanding or ignorance. 
As suggested above, journalists may be aware that such portrayals are inaccurate, but 
continue to write them under a premise of sensationalism or for entertainment value. 
Allen and Naim (1997), acknowledge this fact, but state that this kind of journalism 
may arise as a result of journalists trying to create shared meaning with readers. 
Anderson (2003), goes further, and discusses how an initially deliberate tendency
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towards dramatization and narrative may become involuntary for journalists. Also 
mentioned previously, it may be that male journalists’ are writing with a view to 
conforming with stereotypical male identities that are not easy to shift. Guided by 
EM theory, these issues would have to be taken into account for an intervention to be 
successful.
Conclusion
The analysis undertaken in this study explored a number of different types of 
portrayals of mental distress and help-seeking for this distress in UK newspapers.
EM theory proved to be a useful model for work in this area. There was found to be a 
predominance of simplistic expressions of medical models, which may reflect and 
maintain the status of these EMs in the general population. Of concern were the 
stigmatising portrayals contained under several themes, though there were also 
findings which may be considered as conducive to help-seeking. It seemed that in 
this analysis, female journalists wrote more sympathetically about mental distress 
than their male counterparts. Further research in this area would be valuable to 
explore and extend the findings of this study.
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Appendix 1. Narrative Reconstructions of Analysis Stages
1. Searching Nexis using the Search Strategy and screening data for entry into 
the data set.
Microsoft Excel’s random number generator was used to generate the first 
sample date for the data set: 08/12/11. Nexis can only run four search terms at once, 
so I first ran the following string for that date: “mental health” OR “mental illness” 
OR “mental disorder” OR “stress disorder”. This returned 14 articles, each with a 
headline and segments of the article showing search string words highlighted. I read 
through headlines and excerpts systematically, checking to see that none met 
exclusion criteria. They did not. However, one article was an honours list, which was 
returned due to the phrases “OBE... for services to mental health”, “director of 
mental health” and ‘mental health worker’. The article is otherwise unrelated to 
mental health, so I excluded it from analysis post-hoc. I went through each of the 
remaining articles, copying and pasting them into a dated ‘internal source’ in NVivo.
I then ran the following search string for 08/12/11: schizo! OR depress! OR 
anxi! OR “personality disorder”. 40 articles were returned. Ten of these met pre hoc 
exclusion criterion. Five because they used the word “anxiety” in a non-clinical 
sense. For example, . .fans anxious about the game.” Four because they used 
“depression” in the context of economic depression. A final article was excluded as it 
used the word “depression” in relation to weather systems. I copied and pasted the 
remaining articles into NVivo, with the exception of 10 articles which had already 
been returned by the previous search string, and thus were already there.
It occurred to me that this process was an active part of my later analysis, as I 
was deciding what would and would not be available for coding. If I included some 
of the articles which met exclusion criteria for one reason or another, I would later
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have to develop my themes to accommodate them. I imagined that I may also have to 
return to my search strings later, and re-run them to check articles did or did not meet 
exclusion criteria, or to provide further contextual data.
2. Becoming familiar with the data set.
Having compiled my initial five day data set, I read through it several times.
One article referenced “recent events in Ireland”, so I did a Google search of 
news around that date to find out what was being referred to, providing context for 
the article. Another article contained a reference to celebrity whose name I did not 
recognise. I Googled the name, and found out that they were on a TV programme.
A number of stories were repeated across newspapers, giving me the 
opportunity to directly compare the approaches and styles used in each, which made 
me think about the editorial policies of the different newspapers. I began thinking 
about the different target demographics of each newspaper, and compiling 
information about readability and sales data for my write-up, though I later discarded 
this as inconsistent with my epistemological approach.
There was an abundance of mental health metaphors or pseudo-medical 
terminology. Though they did not reflect genuine clinical usages, I thought that these 
should still be included in analysis, as they may still influence EMs for difficult 
experiences that people encounter. For example, a large article about "burn-out 
syndrome". I Googled the phrase and learned about its usage, providing further 
context for the article.
3. Generating initial codes and searching for themes
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I began coding my data set using a bottom-up approach. Re-reading each 
article in the chronological order that they were returned by my search string, I 
closely examined references they made to mental distress or help-seeking. I coded 
portions of text using subjective descriptions of the reference in the text. For 
example: “offers helpline details”, “pejorative description of psychosis”, “celebrity 
account of Depression diagnosis”, “discusses NHS policy”, and so on.
As I continued with this kind of coding, some of my labels were applicable in 
more than one instance, and these labels began to form the basis of my themes. For 
instance, a large number of articles referenced fictional mental distress: problems 
being experienced by a fictional character, such as in book or theatre reviews. I 
began thinking about a theme of “Fictional Account”, and explored whether such a 
designation could account for further mentions of distress in the data set. For some 
time, this was one of my themes, before I broadened it and renamed it at a later stage, 
when it became “Fictional References”.
I wondered whether I could create two super-themes for my data set: ‘direct 
references to help-seeking’ or ‘references to mental distress!. While this distinction 
was applicable in many cases, as I continued coding, there were often portions of text 
that did both of these tasks at the same time, even within the same sentence. I 
thought that this dichotomy may be an over-simplification and thought about other 
possibilities instead.
As I continued to code my initial data set, I noticed that an initial code along 
the lines of “personal description of real life events” was occurring with some 
frequency. I thought that something along these lines may be a theme later. I 
considered that this theme could have sub-themes of negative and positive portrayals. 
Again, as I continued coding, this distinction seemed too simple, as many accounts
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seemed ambivalent about the nature of their experience. However, I continued to 
notice text that could be coded as a “subjective experience of mental distress”.
I began to think about using the way that text was presented as my themes. At 
this stage, the presentations that were frequently duplicated were “advice”, 
“subjective experience”, “reporting scientific findings”, and “fictional references”.
As I continued coding, it seemed that advice was too broad a theme, and should 
be divided into different themes. It seemed that two themes of “professional help- 
seeking” and “non-professional help-seeking” advice could be used to categorise my 
data.
4. Exploring themes
I had arrived at a number of prototypical themes for my initial five day data set. 
These were defined by the way that information relating to mental health and help- 
seeking were framed at a semantic, explicit level. That is, portions of text could be 
grouped together according to similar linguistic features, rhetorical devices, and the 
positioning of the author. I drew up a document tentatively naming these themes and 
listing their properties. I did not attempt to interpret latent content in the data set. I 
began thinking about the constructs commonly employed in each of these themes.
The themes I had developed at this stage were:
• “Advice- Generic”. Properties: Platitudes, idiomatic.
• “Advice- Professional Help-Seeking”. Properties: Compassionate tone.
Contact details for helping organisations.
• “Advice- Scientific Findings”. Properties: Poorly referenced and explained.
Not always helpful as can be confusing.
• “Fictional References”. Properties: Colloquialisms, insanity, madness.
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• “News- Objective”. Properties: Presented as objective, clinical terms often 
applied as labels.
• “News- Queried Accuracy”. Properties: “Claims”, “says”, assertion of 
lacking evidence.
• “Survivor story”. Properties: Compassionate, sufferer as passively afflicted, 
Western diagnostic models.
I went back through the data set, searching for coding that could not fit with 
one or other of these themes, and did not find any exceptions.
I then added another day to my data set. I randomly selected and added articles 
to my data set for 27/07/10.1 began familiarising myself with text for this day, and 
seeking contextual data were applicable.
I then began going through the text returned for 27/07/10. There were several 
examples of text referencing mental health that did not fit with my pre-existing 
themes. I thought about another theme that could encapsulate these examples. One 
way of concisely construing these portions of coding was as individuals expressing 
their opinion, and I decided to use “Opinion Piece” as another theme title i  went 
back through coding for my initial data set, searching for any coding that was better 
suited to this theme than the theme I had originally coded. Frequently, this was 
coding I had previously classified under the theme “Survivor Story”, but was actually 
an opinion expressed subsequent to an account of mental distress.
I thought that the theme title “Survivor Story” may be construed as overly- 
dramatic, and did not really represent those accounts of mental distress where the 
individual did not see the problem as impinging on their ‘survival’. I changed the 
name of this theme to “Personal Account”, as I thought this was a less loaded term.
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However, the actual properties I considered typical of this theme did not actually 
change.
I had a fairly good idea of my themes and their properties, and decided to add 
another day to my data set to check the exhaustiveness or 'saturation' of themes.
I randomly selected and added 03/02/13 to the data set.
After scanning through articles and excluding those that met criteria, I began 
immersing myself in the new data I had sampled.
After the changes I had made, I felt that it was still important to add another 
day’s worth of articles, to test whether my themes were robust enough to account for 
the content of a further day.
I randomly selected and added 03/02/13 to the data set.
I scanned through the articles returned, removed those meeting exclusion 
criteria, and began immersing myself in the data.
After gaining some further contextual information regarding several articles, 
using google and Nexis searches, I began to code the data using my existing codes. I 
found that I could adequately code the data from the new sample date using my 
existing codes. I had arrived at theoretical saturation, and further data would be 
redundant.
5. Reviewing, defining and naming themes, further analysis
I worked further on finalising the document I had created outlining theme 
names and their properties, and began searching back through the data set for several 
good examples of each theme.
59
I thought about making some more interpretative and hypothetical assertions 
regarding each theme. Chiefly, this was in relation to how each theme might be 
related to or influence EMs in the general population. I began thinking back to the 
EM construct, and re-read some of the original papers, to firm up my understanding 
of the theory. This allowed me to think critically about the theory itself, and my 
application of it in terms of mental health EMs. I decided to incorporate some of my 
thoughts on this into my Discussion.
I used NVivo to create a diagram/ model of my themes. I began relating my 
coded themes to issues raised in my review of literature prior to beginning the 
project. For example, the degree to which information under each theme represented 
people experiencing mental distress as unitary or used generic classifications. I also 
began to think about the contextual demographic data I had explored in relation to 
each of the corpus newspapers. For example, it seemed that the theme of Generic 
Advice was not present in newspapers with more advanced reading ability level text.
I changed the theme name ‘Opinion Piece’ to simply ‘Opinion’, without any 
changes in the properties and so on of that theme. The “piece ” seemed inaccurate as 
articles containing this coding were often not entirely opinion: they were not all of 
one piece.
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Appendix 2. Memo/ Audit Trail
15/05/13-lst sample date returned by Microsoft Excel’s random number 
generator: 08/12/11. Ran search string for 08/12/11: “mental health” OR “mental 
illness” OR “mental disorder” OR “stress disorder” (Nexis can only run four search 
terms at once.) 14 articles returned. Each returned article contains a headline and 
segments of the article showing search string words highlighted. Systematically read 
through headlines and excerpts of returned articles. No articles met pre hoc exclusion 
criteria. One of the articles is an honours list returned due to the phrases “OBE... for 
services to mental health”, “director of mental health” and ‘mental health worker’; 
but the article is otherwise unrelated to mental health. Excluded this post-hoc.
Copied and pasted full text of remaining articles into data set.
Ran search string for 08/12/11: schizo! OR depress! OR anxi! OR “personality 
disorder” Five articles excluded with pre hoc criterion, as anxiety was used in a non- 
clinical sense. For example, “...fans anxious about the game.” However, maybe it 
should be examined in Discussion that this might still propagate negative 
stereotypes? Four exclusions of “depression” in context of economic depression, one 
further exclusion of “depression” in relation to weather. 10  articles ignored as 
already returned with the previous search string so as not to duplicate.
Continued this process for further search strings for 08/12/11.
Generated next random date: 12/06/10. Ran search strings and compiled data 
set contribution for this day.
Perhaps stratify my themes by ‘direct references to help-seeking’; ‘references 
to mental distress’...
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Add bipolar to search terms, and psycho! Which will pick up psychologist 
psychotherapy etc for help-seeking avenues. Exclusions relating to sports 
psychologists which came up under the psycho! search.
Impressed that lots of articles contain useful numbers eg NHS choices and 
MIND
Trying to think of a way to disregard large stretches of irrelevant text in 
analysis, e.g., erectile dysfunction information article after the initial statement that it 
can be related to anxiety and depression.
22/05/13- Generated further three random initial data set days: 14/07/11, 
18/09/12, 07/11/10. Ran search strings. Compiled data set according to protocol.
Reading through completed initial data set. Add PTSD to search string as is 
coming up regularly under other searches? Done as "stress disorder". Re run previous 
days with this search term.
Added articles to data set. Five day initial data set complete.
Thinking about dilution of medical terms into metaphors... eg "more likely to 
suffer bum-out syndrome". What about book/film reviews, will these need their own 
theme? Exclude story about pets even though mention of Gordon who "is a 
schizophrenic"? No, retain as relevant. Think about themes of'advice'....
Perhaps each of the articles in the data set can be related to one of two 
categories: ‘direct references to help-seeking’ or ‘references to mental distress’.
However, could devolve into help-seeking/ coping for coding where 
suggestions are given but not external help-seeking advice. References to help- 
seeking are not always explicit.
31/05/13- Started coding properly. Thinking about a node of real life events 
with sub nodes of negative and positive portrayals... Theme of fictional references.
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Need to examine literature on how fictional accounts of MI affect peoples' 
understandings. Compared articles by Mirror and Sun on same event. Differences in 
language use. Thinking about metaphors or pseudo-medical terminology and how 
these should be included in analysis... eg "more likely to suffer burn-out syndrome". 
Googled “burn-out syndrome” and read about usage of this term. Difficult for me to 
justify something as a positive or negative portrayal of distress. Could first categorise 
into type of information, eg advice, real life story, scientific finding, fiction. Then 
further sub-themes coding? Type of information is important because people will 
react differentially to advice vs real life examples etc.? Check this in literature. Have 
finished coding by theme/ info type. Add another few days and see if I get any other 
theme types? Then code actual content?
04/06/13- The way that the reference to distress is presented is the theme. They 
are framing the information/ portrayal in a certain way, so these are good 'super­
codes' to use. I can then explore the framing and constructs commonly employed in 
each of these.
Thinking about a theme of real life events with sub nodes of negative and 
positive portrayals... Scientific findings as a theme under generic advice? Theme of 
fictional references seems broadly applicable for cinema/theatre/book reviews, but 
will also take in references to fictional figures in otherwise unrelated articles.
In the analysis of the construction of each of my supercodes I will then come 
back to the things I raised in my introduction/ rationale most frequently: people 
experiencing mental distress are often presented as a “unitary group”; gender 
differences; culture-specific constructions (eg the cricket one?). This will need to 
keep reflecting back to EMs. So it may read something like:
Advice- Generic. Properties: Platitudes, idiomatic.
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Advice- Professional Help-Seeking. Properties: Compassionate tone. Contact 
details for helping organisations.
Advice- Scientific Findings. Properties: Poorly referenced and explained. Not 
always helpful as can be confusing.
Fictional References. Properties: Colloquialisms, insanity, madness.
News- Objective. Properties: Presented as objective, clinical terms often 
applied as labels.
News- Queried Accuracy. Properties: Claims, says, lacking evidence.
Survivor story. Properties: Compassionate, sufferer as passively afflicted, 
Western diagnostic models.
Added 27/07/10 as still adjusting themes for coding. Did not seem that any 
different categories came up after coding; but re-adjusted titles of themes.
Article referenced events in Ireland in the previous week, googled the date to 
gain contextual information.
Type of information is important because people will react differentially to 
advice vs real life examples etc?
Added a further day (03/02/13). Separate theme for celebrity related news/ real 
life stories? No, added theme 'opinion piece'- making a case for their views but not 
claiming them as fact. Other celebrity pieces can collapse into survivor stories. 
Adjusted themes from above and created a document beginning to outline themes 
with examples. Including structural model. Need to think about the implications of 
each theme, eg function, contextual impact, relation to issues I raised in my 
introduction. No further adjustment to themes for 03/02/13.
05/06/13- Need to add another day to check exhaustiveness/ 'saturation' of 
themes.
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Can think about how the articles relating to each theme generally position their 
author and reader. Separate node/theme for Agony Aunt columns? Horoscopes... 
Reference to celebrity whose name I did not recognise, googled to find out that they 
were on the X Factor. Going back through data set looking for any exceptions or new 
patterns. The different ways that information is presented are my themes.
Information is framed in certain distinct ways. I can then explore the positioning and 
constructs commonly employed in each of these.
06/06/13- Added 04/01/12. Many pre-hoc exclusions of depression in context 
of weather. Changed ‘survivor story’ to Personal Account, as this seems a less loaded 
way of presenting this theme. No further adjustment to themes needed to incorporate 
the articles of 04/01/12.
11/06/13-1 don’t need any further days to confirm ’saturation'. Coding is 
currently just firming up existing themes. Could separate out agony aunt though? No 
as the properties do not distinctly differ from advice from others. Divided analysis 
document into headings of properties, example, and theorised impact on EM's for
each theme/node. An issue here is how different reporting and so on should be______
weighted. Completed word counts and article counts for data set.
18/06/13- EM as outside of individual or within? I think Kleinman uses it as 
held across a culture. Then adherence relates to what degree the EM is internalised?
Stigma as part of EM? Perhaps under aetiology? Or under symptoms, some 
realistic ones and some false ones that the individual cannot separate? Thinking more 
widely about EMs now in preparing the analysis notes document. Relating to the first 
point above today, the individual must access EMs in a dialogic fashion, deriving 
their own internalised EM. This model must be for recognising mental distress in 
others when they see symptoms, with a separate one for themselves; or the same one
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that works in interaction with insight/ objective perspective-taking? Drew some 
sketches of this.
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Appendix 3. Data Corpus Newspapers
Paper Average Circulation in January 2013
The Sun 2,409,811
The Daily Mail 1,863,151
Daily Mirror 1,058,488
The Evening Standard 695,645
Daily Telegraph 555,817
Daily Star 535,957
Daily Express 529,648
The Times 399,339
i 293,946
The Financial Times 275,375
Table 2. Top ten UK newspapers by prin t circulation.
N.B. Circulation statistics from the Audit Bureau of Circulations.
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Appendix 4. Data Set Days
Day Date
1 Wednesday 08/12/2011
2 Saturday 12/06/2010
3 Thursday 14/07/2011
4 Tuesday 18/09/2012
5 Sunday 07/11/2010
6 Tuesday 27/07/2010
7 Sunday 03/02/2013
8 Wednesday 04/01/2012
Table 3. Data set days
Major Research Project Proposai
Is the Network Episode Model Applicable to Help-Seeking for Depression in a 
Sample of Black-Caribbean Men Living in London, UK?
69
Proposal Contents
Title Page.........................................................................................................................69
Proposal Contents........................................................................................................... 70
Background and Rationale..............................................................................................71
Figure 1. The NEM (Pescosolido & Boyer, 1999).................................................. 7 4
Research Question....................................................  76
Method.............................................................................................................................76
Participants................................................................................................................. 76
Instruments................................................................................................................. 7 7
Procedure.....................................................................................................................78
Recruitment Strategy..................................................................................................78
Interviews....................................................................................................................7 9
Data Analysis............................................................................................................. 80
Ethical considerations.................................................................................................81
Risk Assessment......................................................................................................... 82
Service User Input...................................................................................................... 83
Feasibility Issues........................................................................................................ 83
Dissemination strategy...............................................................................................83
Study Timeline........................................................................................................... 84
References........................................................................................................................85
70
Background and Rationale
Evidence suggests that Black and Minority Ethnic (BME) groups differ in 
terms of their relationship with mental health services compared to majority groups 
in the UK (for a review, see Bhui, 1997). For example, they appear to have lower 
rates of community-based treatment, and higher rates of compulsory treatment 
(Keating & Robertson, 2004; Department of Health, DoH 2003).
These findings are controversial, because they may suggest a failure of both 
equality of access to National Health Service (NHS) services, and integrated care, 
which would contravene policies such as No Health Without Mental Health (DoH, 
2011), and the recent NHS Future Forum document (DoH, 2012).
It has been suggested that stigma associated with mental illness within BME 
groups leads to delays in help-seeking and more severe symptoms at presentation 
(Harrison, Owens, Holton, Neilson, & Boot, 1988). Fear of psychiatric treatment or 
services among these groups is common (Malanda, Meadows & Catalan, 2001). It 
may also be that individuals with high levels of mental distress are unable to access 
care, either because it is not available or because the individual’s interaction with 
care-givers deters or diverts help-seeking (Dowrick et al., 2009). This results in 
problematic care pathways and negative experiences of services (Bhugra, 2000), 
such that BME service-users remain the most disaffected of all groups using services 
(Sandamas & Hogman, 2000).
While the studies above are important for our understanding of potentially 
vulnerable populations in the UK, the samples used may produce oversimplified 
results. Many different ethnicities are often grouped under the designation ‘BME’. 
Amongst these, one of the least studied are ‘Black-Caribbean’ individuals; despite 
the fact that in the 2 0 0 1  census, Black-Caribbean was the third largest minority
71
group in Britain (Office for National Statistics, ONS, 2001). It is worth noting that 
even though this is the most specific designation commonly employed to refer to this 
group, it still amalgamates over a dozen different nationalities. Complicating the 
issue further is the fact that this group is also frequently subsumed in research under 
the more general title ‘ African-Caribbean’.
There has been some general research regarding Black Caribbeans and help- 
seeking. A study by Ruedell, Bhui, and Priebe (2008), suggested ‘complementary 
strategies’ such as relaxation and massage, herbal remedies and yoga, were favoured 
by Black Caribbean individuals compared to White British individuals. However, a 
study by Shaw, Creed, Tomenson, Riste, and Cruickshank (1999), found no 
significant differences in help-seeking between ‘African Caribbeans’ and ‘White 
Europeans’ in Manchester.
The diagnosis of depression was chosen as a suitable focus for this study to 
explore help-seeking within this group, particularly since there has already been 
some work around this diagnosis with individuals who stipulate that they are Black- 
Caribbean. This has shown high community prevalence rates of depression using 
Eurocentric measures (Nazroo, 1997), but low levels of diagnosis and treatment by 
services, raising the possibility of unexamined factors preventing Black Caribbeans 
individuals’ receipt of treatment for depression. For example, Edge and MacKian 
(2010), specifically studied Black-Caribbean women’s perceptions of pre-natal, and 
more general, depression. They created a model which suggests that black women 
have difficulty conceptualising depression, and rely on social information to ‘re­
classify’ depression-related feelings as symptoms. At the next stage of the help- 
seeking process, they use a ‘lay hierarchy’ of coping responses, where help-seeking
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is not prioritised, and ‘psychiatric labelling’ (and other perceived negative 
consequences), are avoided.
In the general population, it is well established that men seek help for mental 
health problems less frequently than women, such that Bebbington et al. (2000), 
report that women are 70% more likely than men to seek help for mental health 
problems. This means that Black Caribbean men may be particularly poor help- 
seekers. This has not been explored in research. However, a study by Morgan et al. 
(2005) found that African-Caribbean men were the most likely to be compulsorily 
admitted to hospital for mental health reasons, out of the several majority and 
minority groups they studied. Bhui and Bhugra (2002) state the need to understand 
pathways to care for this and other vulnerable groups.
A number of models of help-seeking exist which may be usefully applied: the 
Socio-Behavioural Model (SBM, Andersen, 1995); the Health-Belief Model 
(Rosenstock, Strecher, & Becker, 1988); the Self-Regulation Model (Leventhal, 
Leventhal & Contrada, 1998); the Help-Seeking Model (Cramer, 1999); and the 
Network Episode Model (NEM, Pescosolido & Boyer, 1999). The first four of these 
are what can be termed ‘rational choice’ models. They locate help-seeking practices 
exclusively within the individual, as the product of their decision-making processes. 
This has not been borne out in research: Morgan et al. (2005), found that help- 
seeking was initiated by others (such as family members), in 60-70% of adult first- 
episode psychosis in the UK. Similarly, a study by Pescosolido, Gardner, and Lubell 
(1998), found that ‘choice’ was only one reported narrative around individuals’ first 
instance of accessing professional mental health treatment, alongside ‘coercion’, and 
‘muddling through’. Such findings effectively disprove ‘rational choice’ models 
which assert that help-seeking is solely under the control of the individual. The NEM
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suggests help-seeking is a dynamic interaction between individuals, social systems, 
and sources of help, and is therefore consistent with these findings. The most current 
revision of the NEM is summarised in Figure 1 below.
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Figure 1. The NEM (Pescosolido & Boyer, 1999)
The NEM is a theoretical model developed largely in an inductive manner, by 
expanding the SBM to accommodate new findings (eg. Pescosolido, Gardner, & 
Lubell, 1998).
The NEM conceptualises service use not as a single yes/no, one-time decision, 
but rather as the entire set of patterns and practices that people employ during an 
episode of illness. The element of the model Social Content or Episode Base fo r  the 
Individual, represents those aspects of the individual’s demographic background and 
experience which create a foundation for their experience of the current episode of
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poor mental health. However, the NEM de-emphasises these variables as 
predisposing or predictive, in comparison to earlier models. The Social Support 
System element of the NEM displays the impact of the social system on the 
individual, with the individual’s attempts to cope with poor mental health 
represented in the central element, Illness Career. Finally, the Treatment System 
element of the model represents the input of the source of help that is received 
(whether this is formal, medical help or otherwise). Importantly, the interaction 
between the individual, the social system, and the treatment system is at all stages 
mutually determinant, and not unidirectional.
The NEM also links with a further model that has been applied to examine 
help-seeking behaviours (by, for example: Angermeyer, Matschinger, & Riedel- 
Heller, 2001; Skogstad, Deane, & Spicer, 2006): the Theory of Planned Behaviour 
(ToPB, Ajzen, 1991). At its simplest, the ToPB suggests that when deciding to carry 
out a behaviour, an individual’s Beliefs inform their Attitudes, their Attitudes inform 
their Intentions, and their Intentions (while the individual has Volitional Control), 
precede behaviour. As such, this model fits with the importance of beliefs and 
attitudes as part of the NEM element Community Network Content. The ToPB has 
some support in healthcare settings; for example, Bayer and Peay (1997), found that 
attitudes towards seeking professional help are a good prediction of intent. In other 
settings, Kim and Hunter (1993) found that intentions and behaviour were generally 
more strongly correlated than attitudes and behaviour, supporting this conceptual 
demarcation. However, as with ‘rational choice’ models of help-seeking, the 
evidence above (e.g., Pescosolido, Gardner, & Lubell, 1998), suggests that the link 
between intentions and actions may be attenuated for some individuals.
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The aim of the study will be to determine the applicability of the NEM to the 
Black Caribbean population.
Research Question
Is the NEM Applicable to Help-Seeking for Depression in a Sample of Black- 
Caribbean Men Living in London, UK?
Method 
Participants
12 male individuals identifying themselves as belonging to the Black- 
Caribbean ethnic group who are able to communicate in English, drawn from an 
inner-city South West London borough. They could constitute first, second, or later 
generation immigrants. This area was chosen as it has a high density of individuals 
identifying themselves as belonging to this ethnic group according to the 2 0 0 1  
census (ONS, 2001). This sample size was deemed appropriate following research 
concerning theoretical saturation in thematic analysis of purposively sampled 
interviews (Guest, Bunce, & Johnson, 2006). However, if it is deemed that 
transcripts are lean in detail, it may be necessary to sample several further 
interviewees to achieve a more complete analysis. This process will be repeated up to 
a total of four more times if necessary, making a total of 16 participants.
Exclusion criteria:
• Inability to communicate in spoken English. Telephone interviews in other 
languages will not be possible.
• Under the age of 18, since the views of younger participants are not being 
investigated in this study.
• Individual does not agree to have their interview recorded for transcription.
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Instruments
A semi-stmctured interview was devised (Appendix 1). This consists of two 
parts. The first part is a vignette designed to provide information relating to the NEM 
component Nature o f the Event. It consists of a contextualised description of a 
Moderate Depressive Episode (F32.1) as defined by International Classification of 
Disease 10th Edition (ICD-10, World Health Organisation, 2008) criterion. 
Interviewees will be asked to imagine experiencing these symptoms in the near 
future.
The second part of the interview is a number of questions designed to 
investigate elements of the NEM in relation to experiencing the distress described in 
the vignette. These components are Network Structure, particularly the sub-heading 
Strength o f Tie, Reciprocity, and Multiplexity (questions: 8 and 9); Personal Health 
Background, particularly the sub-headings Prior History o f Illness and Coping Style 
(questions 13 and 14); Community Network Content, containing the sub-heading 
Beliefs and Attitudes Towards Health, Professional Medical Care (questions: 1 ,2 ,3 , 
4, 9, and 11), and Community Network Functions, particularly the sub-headings 
Information, Advice, Expressive or Emotional Support, and Material or Practical 
Support (questions: 7, 8 , and 9). While Community Network Content explicitly 
mentions Beliefs and Attitudes as conceptualised by the ToPB, questions 12 and 15 
were added to also examine Intentions of interviewees. The NEM does not state 
more particularly than their names what is contained or meant by the above elements, 
so these sub-headings will be utilised as themes to examine whether they fit the data.
Minor prompts will be used by the researcher during interviews, to gain further 
information from participants. These are described above the debrief form (Appendix 
4). It is intended that the interview will last approximately 40 minutes, while the
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surrounding activities of explaining the study, gaining consent, and debriefing, may 
take a further 10  minutes.
Further instruments include: a demographics form (Appendix 2); a consent 
form (Appendix 3); a debriefing form (Appendix 4); and a script to gain verbal 
consent (Appendix 6 ). Details regarding the usage of these instruments is given 
below under Procedure.
Although all material will be read to interviewees by the researcher, they will 
be submitted to an online readability algorithm (accessed at http://www.readability- 
score.com) which uses the Flesch-Kincaid statistic (Kincaid, Fishbume, Rogers, & 
Chissom, 1975), to ensure material is readily understandable to anyone with a 
reading age of 12  years and above.
Procedure
Recruitment Strategy
Flyers advertising the study (Appendix 5) will be placed on community 
noticeboards in South West London, that are accessed by individuals from the Black- 
Caribbean ethnic group, such as local churches, community centres, town halls, and 
social clubs. This will bear the University crest, and will provide a précis of the 
study. The flyers will direct people interested in participating in the study to call or 
email the researcher. The number provided on the flyers will be a temporary mobile 
telephone number used only for this purpose. The phone will be turned on for the 
duration of research, but it will be stated on flyers that calls will only be responded to 
between 8 am and 8pm.
At the first contact between the researcher and potential interviewees, they will 
be given more information about the study, and given the opportunity to ask any 
questions they wish to. The researcher will ensure the interviewee fulfils inclusion
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criteria. If they still wish to participate in the research, a consent form (Appendix 3) 
will be sent to them by email or post. This contains a detailed explanation of the 
study, and the procedure for complaints. The researcher will agree a time to call back 
and arrange an interview time with them. They will have at least 24 hours to read the 
consent form before the researcher calls back.
When the researcher calls back at the arranged time, the interviewee will be 
asked if they are still happy to participate in the research. If so, an interview slot will 
be booked, either for an interview by phone or in person. If they choose to do the 
interview by phone, it will be suggested that during this time they make themselves 
available in a quiet room without possible distractions so that the interview can take 
place unimpeded. In the event that a participant wishes to have a face-to-face 
interview, a room will be booked at the University of Surrey during working hours 
and travelling expenses incurred by the participant will be paid.
Interviews
At the arranged time, the researcher will call or meet the interviewee. The 
researcher will introduce and identify themselves, including their job title and 
affiliation to the University. The consent form will be re-read to interviewees along 
with a script to gain verbal consent (Appendix 6 ). If interviewees agree to be audio­
recorded, verbal consent will be recorded using a digital audio-recorder, and saved as 
a separate audio file from that used for the main interview recording, so that no 
identifying data is saved as part of the interview. This recording of consent will be 
transferred to University servers, and in accordance with the Data Protection Act, 
stored for 5 years after study completion, and then destroyed.
If consent has been given, the researcher will now begin audio-recording the 
interview as a separate audio file. The demographic form (Appendix 2) will be used
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at this time to gain details relating to the NEM component Social and Geographical 
Location, specifically regarding interviewees’ Age, Education, Work Status and 
Marital Status.
Following this, the interview proper will commence. It will last between 40-50 
minutes following the semi-structured interview schedule (Appendix 1), although 
more questions will be prompted depending upon participants’ responses.
It is planned that interviewing will take place over several consecutive weeks. 
For face-to-face interviews, this will be during working hours. As such, the 
University will be busy and help will be available from members of the Psychology 
department (for both the researcher and interviewee) should there be need for 
assistance. For telephone interviews, there will be more flexibility and this may 
occur during evenings or weekends if interviewees prefer.
A debriefing form will also be used (Appendix 4), after the interview. This will 
thank interviewees for participating, supply more information about the study, and 
provide contact details of several organisations which can provide practical and 
emotional support in case the interview has raided any issues for the participants.
Transcription of interviews will take place alongside and in parallel with on 
going interviews, and this is reflected in the Study Timeline below. Transcription will 
be undertaken by the researcher themselves to ensure anonymity of interviewees. 
Data Analysis
Since this constitutes initial, exploratory research with this population, the 
study’s aim will be approached in a qualitative manner to preserve an open and 
enquiring stance. Thematic analysis of data garnered from semi-structured interviews 
will fulfil this remit.
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Data will be subjected to a deductive (theory-led) Thematic Analysis adapted 
from Boyatzis (1998). Elements of the NEM will be mapped against the data using a 
deductive method of analysis. This will be undertaken from a critical realist 
perspective. That is, for the purposes of this study, depression will be assumed to be 
an accurate representation of a set of symptoms and phenomenological experiences. 
However, the fact that largely Western and medical assumptions are implicitly 
present in this view is not taken for granted, and will be explored during analysis 
where relevant. It is anticipated that if they are present, these elements will be made 
explicit, so analysis will take place at a semantic rather than latent level. Analysis 
will proceed as follows:
1. Familiarisation of the researcher with the data. Repeated readings 
seeking immersion.
2. Mapping elements of the NEM onto the data. If persistent themes are 
identified that do not fit with the NEM, theme codes will be derived 
from other theoretical models and theories.
3. Axial coding and organisation of themes.
4. Interpretation and final format of findings.
Ethical considerations
The study will use a sample drawn from the general population, there is no 
deception involved, and confidentiality and anonymity are assured. Participants may 
feel somewhat uncomfortable with the description of depression embedded within 
the interview, particularly if they are experiencing or have experienced such distress. 
This will be addressed by informing them during the consent phase that they may 
withdraw from the interview at any time, and with a debriefing, which will include 
provision of details of professional and informal sources of support.
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Interviewees’ anonymity will be maintained by destroying recordings 
immediately after they have been transcribed. Transcription will occur 
simultaneously to further interviews (as described under the Study Timeline), so this 
should be no more than several days after the interview time. During this interval, the 
audio device containing recordings will be kept in a safe place. This device requires a 
PIN to access recordings, which is only known to the researcher.
Transcriptions will be edited to remove any data that might identify 
interviewees. Transcriptions will also be stored in a locked cabinet at the University 
of Surrey. In accordance with the Data Protection Act transcripts and any other data 
collected will be stored for 5 years after study completion and then destroyed. 
Transcripts and their accompanying demographic sheet will be given a random code 
and participants will be given a pseudonym if it is felt necessary to mention any 
specific interviewee in the write-up of the research. They will be given the option to 
provide their own pseudonym for their transcript to facilitate cultural integrity.
Risk Assessment
It is possible that during interviews, the researcher may become distressed by 
interviewees’ recollections of their own distressing experiences; however the 
researcher has been trained to manage such a possibility, and will also be able to 
discuss such an occurrence with the research supervisor if necessary. Other than this, 
there should be no risks to the researcher posed by telephone interviews. Any risks to 
the researcher during face-to-face interviews will be lessened by the research 
supervisor being aware of the interview taking place and the presence of other 
members of the Psychology department being nearby the interview room during 
interviews. There are also trained security officers on-site at the University of Surrey 
campus who could assist should this be necessary.
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Ethics approval will be gained through the University’s Faculty of Arts and 
Human Sciences Ethics Committee.
Service User Input
A service-user representative who is employed in that capacity by the 
University commented on the research proposal. Their feedback has been 
incorporated into this version of the proposal. This particularly related to the degree 
of insight that is often necessary to stimulate help-seeking, a factor which is poorly 
accounted for in the NEM. As such, particular attention will be paid to data relating 
to the Key Entrances component of the NEM during analysis, which may require 
adaptation in some way, possibly by the of other models of help. No further 
consultation was considered necessary as the research was primarily concerned with 
help-seeking in the general population rather than specifically among service-users. 
Feasibility Issues
As with any interview, participants may drop-out mid-interview, or ask not to 
have their interview data included in analysis post-hoc. If this is the case, the 
recording of their interview will be destroyed, and the data it contains excluded from 
analysis. Interviewee dropout rates of this kind will be noted, and another participant 
will be sampled to take their place. Failure to recruit a sufficient number of 
interviewees within the time-frame proposed above will mean that sampling is 
extended for further weeks.
Dissemination strategy
The completed research project will be submitted for publication on the time- 
scale displayed below under Study Timeline. It is anticipated that a peer-reviewed 
journal such as The Journal o f Cross-Cultural Psychology would be appropriate,
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given the cultural focus of the study. Other options can be considered depending on 
the outcomes of the study.
Study Timeline
• 06/08/12 Submission of Research Proposal.
• 20/11/12 Ethics submission
• 30/02/13 Complete semi-structured interviews. (Begin transcription)
• 30/03/13 Complete transcription.
• 30/05/13 Complete thematic analysis.
• 30/06/13 First draft of Introduction to University supervisors.
• 15/07/13 First draft of Method.
• 01/09/13 First draft of Results.
• 01/10/13 First draft of Discussion and Conclusions.
• 01/12/13 Entire second draft.
• 07/04/14 Submit Research Project Portfolio
• 19-20/05/14 Viva
• 01/06/14 Complete corrections
• 30/08/14 Submit to joumal.
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Abstract
Research shows low levels of help-seeking for mental health problems in the 
UK. 31 UK studies of help-seeking for Common Mental Disorders were identified 
through searches of the Psyclnfo, Web of Knowledge, and Medline databases. 
Quantitative and qualitative studies of a variety of designs are reviewed. After 
thematic analysis of relevant papers, the following sub-themes were identified as 
affecting help-seeking: symptom severity; alternative coping strategies; processes 
idiosyncratic to particular racial or ethnic groups; stigma; General Practitioner 
factors; belief in medical models; and other psychosocial factors. It appears that these 
sub-themes can be structured by the super-ordinate themes: Preference fo r  
Alternative Coping; Severity Thresholds; and Threshold-Influencing Factors. 
Common problems facing researchers in this area are addressed, and a model which 
can partially accommodate the findings of this review is considered. Given the dearth 
of research so far, several avenues for future investigation are suggested.
Background
There is a long tradition of epidemiological research in the UK that looks at the 
incidence and prevalence of mental health problems (e.g., Meltzer, Gill, Petticrew, & 
Hinds, 1995). More accurately, such studies detail the number of individuals 
presenting to services who meet criteria for a diagnosis. This will include cases when 
presenting to services was not of the individual’s own volition, such as under the 
Mental Health Act (Department of Health, 2007); or through the judicial system. 
These studies do not inform us about the number of individuals who have a mental 
health problem and have not presented to services.
Recently, researchers have begun to examine this ‘hidden’ population. Largely, 
it seems that these individuals simply choose not to seek help from professionals. For
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example, in a UK household survey, Bebbington et ah (2000a), found that less than 
30% of those with a diagnosable Common Mental Disorder (CMD) -those mental 
health problems such as depression, anxiety, and phobias, defined by the absence of 
psychotic symptoms- had sought professional help. This is despite the fact that 
treatment guidelines and effective evidence-based treatments exist for CMDs, for 
example, see National Institute for Health and Clinical Excellence guidelines (E.g. 
NICE: 2004).
Estimates suggest that the cost to society of CMDs in the UK is equivalent to 
1.5% of the gross domestic product (Layard, 2006). As such, an understanding of 
why so few people seek help for these problems seems important. The purpose of 
this review is to examine what factors affect individuals’ decisions to seek 
professional help for CMDs.
The purpose of this review was to explore what factors affect individuals’ 
decisions to seek help for mental health problems, or conversely, not to seek help. 
This avenue of research is relatively new, and particularly so in the UK. Despite this, 
there is one factor that is already well-established in affecting help-seeking. That is, 
gender (for reviews see Galdas, Cheater & Marshall, 2005; and Moller-Leimkuhler, 
2002), such that Bebbington et al. (2000b), report that women are 70% more likely 
than men to seek help for mental health problems.
Other factors affecting help-seeking are less well-researched, and often provide 
equivocal evidence. However, it appears that an appreciation of these other factors is 
vital if an holistic understanding of help-seeking processes is to be arrived at.
In particular, this review will focus on help-seeking for CMDs. This decision 
was made since evidence shows that help-seeking in individuals experiencing Major 
Mental Disorders (MMDs), such as schizophrenia and bipolar disorder, is more
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frequently carried out by the people surrounding the individual experiencing the 
problem. For example, Morgan et al. (2005), found that help-seeking was initiated by 
others in 60-70% of adult first-episode psychosis. Since help-seeking is not 
undertaken by the individual themselves, we might expect different kinds of process 
to occur with these other decision-makers.
This review will also focus on British studies, given the unique pathways of 
care in the National Health Service (NHS), and the traditional principle of healthcare 
being free-of-charge at the point of access. For an example of how free or charged- 
for healthcare constitute differential predictive factors in help-seeking, see Doherty 
and Kartalova-O’Doherty (2010), below.
Method
Search Strategy
The electronic databases used for this review were PsycArticles, PsycBooks, 
Psyclnfo, Medline, and ISI Web of Knowledge. Within each database, the following 
search terms were submitted:
“Mental Health” OR “Mental Illness” OR “Mentally 111” OR “Mental 
Disorder” AND Use OR Uptake OR Usage OR Access* OR Utilisation OR 
Pathway* OR Help AND UK
Searches were submitted in a systematic, sequential order, so for example, 
search number one was “Mental Health” AND Use AND UK. Depending on the 
functionality of the individual database, these terms were searched for in the subject 
area, main text, title of the paper, or the location of the study (for the latter search 
term). For some databases with the function of location searching, ‘UK’ was not a 
valid location, so an alternative term was used instead. For example, “United 
Kingdom” or “Great Britain”.
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This meant that a total of 28 systematic searches were performed for each 
database. The next stage was to ‘hand-screen’ the titles of papers returned by each 
search, before reading individual abstracts where the title appeared relevant. When 
the study still seemed relevant after reading the abstract, the actual study content was 
read up to the point at which it proved un-related, or else was included for review. 
Inclusion criteria were:
• The paper was published in English in a peer-reviewed j oumal.
• The study examined help-seeking behaviour for CMDs in UK adults. Just as 
individuals experiencing MMDs are often not the decision-makers in their 
help-seeking, evidence shows that it is generally family members and 
variables relating to them rather than the individual child, which influence 
children’s help-seeking (e.g., Werhulst & van der Ende, 1997).
• The study did not sample members of the following groups: individuals with 
a Learning Disability, older adults, individuals with Traumatic Brain Injury, 
or offenders. Similarly to help-seeking for MMDs and children’s help- 
seeking, it was surmised that distinct help-seeking processes would be in 
place for these groups, particularly where issues of capacity arose.
• The paper did not focus exclusively on gender differences in help-seeking 
(this factor has been thoroughly explored elsewhere, as stated above). Studies 
such as Bebbington et al. (2000b), were included, since, whilst exploring 
gender as a variable, they also examined wider social and psychological 
factors affecting help-seeking.
‘Berrypicking’ techniques (Bates, 1989), were employed alongside the 
systematic search strategy to provide the most comprehensive review of the subject 
area possible. These techniques included: searching author names when they 
appeared repeatedly on relevant papers, reference chasing (backward chaining), 
citation searching (forward chaining), and altering search terms dependent on
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database feedback. At the conclusion of searching and screening, a total of 31 papers 
had been selected as relevant for review.
A search-by-search description of the process, and the studies selected for 
review at each stage, is attached as Appendix 1 . Five of the 31 reviewed studies are 
not shown as they were not returned under any search string, having been searched 
for directly by name after their appearance in the references section of other studies.
There was no cut-off date for inclusion, and reviewed studies were published 
between 1990 and the present day.
Thematic Analysis
After a list of relevant studies was arrived at, a summary table was created, as 
shown in Appendix 2 . Studies were then re-read, and subjected to an inductive 
thematic analysis (adapted for meta-review from the seven steps of Hayes, 2000), to 
identify the themes within each study’s findings, in relation to factors affecting help- 
seeking behaviour. As each study was examined sequentially, their findings were 
either grouped as contributing to the evidence for a certain factor, or else, if  the study 
was the first to offer support for a variable, a new theme was created. Seven themes 
were identified in this manner: Symptom Severity; Alternative Coping Strategies; 
Processes Idiosyncratic to Particular Racial or Ethnic Groups; Stigma; GP Factors; 
Belief in Medical Models; and Other Psychosocial Factors. As reviewing continued, 
three further superordinate themes emerged which were used to synthesise and 
structure the preceding themes. These were: Preference fo r  Alternative Coping, 
Severity Thresholds, and Threshold-Influencing Factors. These over-arching themes 
are mentioned as they arise throughout the review, and will be examined further in 
the Discussion.
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Findings
The sub-themes mentioned above will be used to structure the remainder of this 
review. Studies are reviewed below under their most predominant sub-theme, 
although several studies findings’ came under multiple themes, and will be discussed 
at the relevant point in regards to each. In addressing the review question, researchers 
have used a variety of designs within both quantitative and qualitative 
methodologies. The implications of researchers’ choices will be examined in due 
course.
Symptom Severity
Two large studies (Bebbington et al., 2000b; and Biddle, Gunnell, Sharp, & 
Donovan, 2004), found that symptom severity was the primary factor in predicting 
help-seeking behaviour. This sub-theme was also found to be a significant factor in 
studies by Ruedell, Bhui, and Priebe (2008); and Barker, Pistrang, Shapiro and Shaw 
(1990), reviewed further below.
Reporting on a national household survey (n= 9743), Bebbington et al.
(2000b), examined a number of variables, including: CMD symptom score classified 
with the Clinical Interview Schedule-Revised (CIS-R: Lewis, Pelosi, Araya, & Dunn, 
1992), social dysfunction. Activities of Daily Living (ADL) deficits, contact with 
primary care physicians for mental health problems over the past year, and various 
demographic variables. Controlling for gender, severity of symptoms was found to 
be the best predictor of past contact with primary care, significant at pO.OOOOl.
They go on to construct a model of best-fit including ADL deficits, social 
dysfunction, sex, marital status, age, employment status and the presence of physical 
health problems. A weak-point of this study is their reduction of the complex process 
of help-seeking to a single binary variable: discussion of mental health problems
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with a GP over the past year. This overlooks the possibility that people can self-refer 
directly to Community Mental Health Teams (secondary care), the Improving Access 
to Psychological Therapies (IAPT) program, private healthcare services, or charitable 
organisations. Some of these routes may include or depend exclusively on telephone 
or internet-based contact. This is a recurrent weakness of studies throughout this 
review, and will be mentioned again in the discussion. Another recurrent problem is 
raised by this study in its reliance on self-report of help-seeking. All data gathered in 
this manner depends on the assumption that peoples’ recollections are accurate, 
which is particularly troublesome in the area of mental health, when a variety of 
factors may confound recall (for example, stigma). Only one study (Cape & 
McCulloch, 1999), below, overcame this problem, through verifying self-report data 
with recordings of GP consultations. The disparity in agreement between self-report 
and recorded consultation data in this study suggests the degree of error that may 
exist unacknowledged in other studies. A final issue raised by the current study that 
is also relevant elsewhere, is the differing levels of GP contact between different 
CMDs (as also found in the studies by Edwards, Tinning, Brown, Boardman, & 
Weinman, 2007; and Barker et al., 1990, below). This may mean that help-seeking 
processes are not generalisable/ transferable across different categorical disorders 
within the general ‘CMD’ grouping, an assumption made in other studies. It may be 
that there are specific factors and variables affecting help-seeking differently for 
distinct diagnoses.
The study by Biddle et al. (2004), uses more diverse help-seeking choices 
(among them: Counsellor, Voluntary Sector, Other), and reaches similar conclusions. 
With a sample of 16-24 year-olds in Bristol (n=3004), they surveyed symptom 
severity with the General Health Questionnaire (GHQ-12: Goldberg & Williams,
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1988); suicidal thoughts (measured with three questions taken from the GHQ-28: 
ibid); and help-seeking behaviours. GHQ-12 score (i.e. severity of the problem), was 
the strongest predictor of help-seeking, even before gender. Controlling for symptom 
severity the authors again created a model of best-fit to predict help-seeking, finding  
different predictive variables important for men (parental social class, past help 
seeking), and women (parental social class, self-rated health, recognition of current 
problems, suicidal thoughts, and past help seeking). While the narrow age-range of 
the sample limits the generalisability of this study’s findings, and the use of closed 
categories in their help-seeking options may limit the study’s ecological validity, 
combined with the previous study it does suggest a strong link between symptom 
severity and professional help-seeking.
This evidence contributes to the first superordinate theme: Severity Thresholds. 
Further, these studies suggest that these thresholds are at a higher level of severity 
than is required to meet caseness in some diagnostic schedules. The first study found 
that both men and women in their sample sought help from family and friends at 
lower thresholds of symptom severity than those at which they sought professional 
help. This idea is further examined in the next sub-theme.
Alternative Coping Strategies
Studies under this sub-theme generally examine both lay sources of help (e.g., 
friends and family), and non-help-seeking coping strategies (e.g., eating more).
Before discussing this theme, it is important to raise a conceptual point. That is, in 
many studies in this review, ‘help-seeking’ is synonymous with ‘help-seeking from 
professionals’. It is taken a priori by these studies that professional aid is the most 
appropriate source of help for individuals who meet whichever criterion for caseness 
is utilised. However, as the study reviewed immediately previously suggests, it may
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be that lay sources of help are utilised initially, before professional sources are 
accessed if symptoms persist/ deteriorate. This also appears to be the case in two 
studies reviewed under this sub-theme: Walters, Buszewicz, Welch, and King 
(2008); and Barker et al. (1990).
The survey by Walters et al. (2008), sampled GP attendees in London (n=357), 
with: the GHQ-12; a single question regarding whether they would seek help if they 
began experiencing a mental health problem; and a list of preferred sources. 
Individuals with ‘mild to moderate’ symptom scores were 1.42 times as likely to 
seek help, while ‘severe’ scorers were 1.78 times as likely. Across all symptom 
severity groups, ‘talking to family and friends’ was the preferred source of help, 
before ‘advice from a nurse or GP’, then ‘relaxation or yoga’, followed by a number 
of other options. There was an interaction effect such that the percentage of 
individuals endorsing professional help-seeking stayed constant across groups, while 
other forms of help-seeking were generally endorsed less as symptom severity 
increased. This study suggests that family and friends were a primary source of help, 
but that as symptom severity increased, professional help became a more viable 
alternative. The authors again used closed categories in their survey, which may limit 
the ecological validity of their findings.
The study by Barker et al. (1990), shows similar results. They examined 
sources of help-seeking with a questionnaire consisting of 12  items on current 
psychological symptoms, 16 items on prospective coping strategies, a 10  item list of 
possible sources for future help-seeking, and items to capture demographic data.
They found that alternative sources of help were more popular, such that partners 
(6 8 %), close relatives (54%), and friends or neighbours (43%) were endorsed more 
frequently than GPs (41%) in their national sample of household interviews
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(n=1040). Younger people endorsed informal helpers more than older people. They 
also found that higher current symptom score was associated with more help-seeking 
from all sources, and in particular, was positively correlated with help-seeking from 
friends and neighbours, and professionals. This corroborates the findings of the 
previous study. Notably, when individuals were grouped by current symptom score 
on anxiety, depression and somatisation sub-scales, there were different patterns in 
help-seeking by sub-scale. For example, GP help-seeking stayed relatively constant 
for the ‘depression’ group across severity scores. Along with the similar finding of 
Bebbington et al. (2000b), this again raises the issue of our ability to generalise 
between CMD diagnoses.
A study by Ruedell et al. (2008), reviewed below under the theme Processes 
Idiosyncratic to Particular Racial or Ethnic Groups, drew similar conclusions to the 
previous two reviewed studies, collateral to their main findings. That is, there was a 
positive correlation between symptom severity, seeking professional help, and two 
alternative coping strategies: help from relatives and traditional healers.
There appears to be a coherent picture arising of alternative coping strategies 
being preferred up to a certain symptom severity threshold, at which point 
professional help is considered. This gives rise to the second superordinate theme, 
which may in fact structurally precede Severity Thresholds: Preference for  
Alternative Coping. Several other studies were found to have Alternative Coping 
Strategies as their predominant sub-theme, but are less consistent with this general 
picture. These were: Loewenthal, Cinnirella, Evdoka, and Murphy (2001);
Klineberg, Biddle, Donovan, and Gunnell (2011); and Oliver, Pearson, Coe, and 
Gunnell (2005).
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The study by Loewenthal et al. (2001), did not look at individual’s preferences 
or attitudes towards alternative coping strategies; but rather perceptions of 
effectiveness. Particularly, the study focussed on religious coping strategies. They 
surveyed students (n=282) of various religions, regarding coping strategies for 
depression. There was no significant gender effect, and they found that seeing a 
Counsellor was ranked 10th in terms of perceived effectiveness, after strategies such 
as meeting friends, and having belief in oneself; with seeing a Psychiatrist, 
Psychologist, and Psychotherapist ranked 12th, 13th, and 14th respectively. Seeing a 
GP was ranked 21st. Jewish participants had greater intentions to use professional 
help than other groups, while Muslim participants had greater scores for religious 
coping activities (so that this study also contributes evidence towards the sub-theme 
of Processes Idiosyncratic to Particular Racial or Ethnic Groups). However, it is 
unclear whether these strategies would be used before professional help was sought 
or instead of, and the fact that the sample consisted of students means that results 
may not be generalisable to the general population. Also, the study only looked at 
coping strategies for depression, and as previous studies have shown, it seems 
unlikely that we can generalise between specific disorders under the general CMD 
category. Interestingly, this study also found significant differences in effectiveness 
ratings between the ‘ever-depressed’ and the ‘never-depressed’. Since this means that 
different processes may affect the help-seeking behaviour of these two groups, this 
raises a problem for studies in this review which consolidate both groups into mixed 
samples.
The study by Klineberg et al. (2011), also does not make clear whether 
alternative sources of help precede or preclude professional help. They surveyed 16- 
24 year-olds (n= 1,240), for their views on vignettes depicting a depressed character.
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Alongside help-seeking from professionals, various other suggestions were endorsed, 
such as: distractions, talking to friends and family, and help-seeking from an 
undefined source. An interesting finding occurred, in that while the majority of 
respondents recognised the symptoms were part of a mental health problem (>80%); 
only 64.7% said that the vignette character should see a doctor; and only 23% of 
these said that the character would see a doctor. Moreover, the study also found no 
association between participants’ own help-seeking and their help-seeking 
suggestions for the vignette character. These latter points raise problems for all the 
studies reviewed here which utilise vignettes. That is, participants’ answers in 
relation to vignettes may be completely unrelated to what they themselves would do. 
Similarly to other quantitative studies reviewed here, a further weak-point of this 
study is that responses were coded into closed categories, reducing the study’s 
ecological validity. Due to these problems, conclusions to be drawn from this study 
regarding help-seeking processes are severely limited.
The study by Oliver et al. (2005), also does not provide any notion of 
chronicity between alternative and professional help-seeking. This is partly because 
they used the GHQ-12 as a categorical diagnostic tool; rather than as a continuous 
indicator of symptom severity as in other studies reviewed here. They found that 
78% of GHQ-12 ‘cases’ in their sample had sought help from alternative sources, 
such as friends or relatives. 28% had sought help from a GP ‘in the last few weeks’. 
They arrived at these findings with a stratified random sample (n= 10842), of the 
population of Somerset. 63% said they would seek help again from the same source; 
and there were significant age and gender effects relating to GP consultation, such 
that young males living in less deprived areas were least likely to seek help. The use 
of the GHQ-12 as a diagnostic instrument constitutes a weak-point of this study, as in
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this capacity it only screens for ‘probable’ disorder, and is sensitive to false positives 
and ‘transient disturbances’ (Goldberg & Williams, 1988). It is perhaps less valid as 
a diagnostic tool compared to other instruments used in quantitative studies in this 
review. See Biddle et al. (2006), below, for an illustration of GHQ-12 diagnostic 
inaccuracy.
The studies above have found evidence for a significant preference among 
individuals for alternative coping strategies (chief amongst these seems to be seeking 
help from friends, partners, or relatives); but those studies whose design allowed it 
also found that professional help becomes more attractive to individuals as symptoms 
deteriorate, in congruence with the superordinate themes so far identified.
Processes Idiosyncratic to Particular Racial or Ethnic Groups
Another identified sub-theme was factors or processes specific to particular 
racial/ ethnic groups. Such research is topical, since evidence has shown that BME 
groups may have a higher incidence of mental illness, with lower rates of 
community-based treatment, and higher rates of compulsory treatment (Keating & 
Robertson, 2004; National Institute for Mental Health in England, 2003). If the latter 
two points are accurate, this may constitute a failure of both equality of access to 
NHS services, and integrated care, which would contravene policies such as No 
Health Without Mental Health (DoH, 2011), and the recent NHS Future Forum 
document (DoH, 2012).
Due to this controversy, a large number of studies were found for this sub­
theme. Studies that found a negative correlation between such variables and help- 
seeking included: Ruedell et al. (2008); Palmer (2006); Warfa et al. (2006); Sisley, 
Hutton, Goodbody, and Brown (2011); Bassaly, & Macallan (2006); Sheikh and
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Fumham (2000); Soorkia, Snelgar, and Swami (2011); and Gilbert, Gilbert, and 
Sanghera (2004).
The study by Ruedell et al. (2008), is congruent with both the super-ordinate 
themes that have emerged so far, in that <i Preference fo r  Alternative Coping sources 
was combined with a Severity Threshold. That is, they found that primary care 
contact was significantly more likely to be used by people with greater distress 
severity (1.11 times more likely for every severity score point), and those who had 
sought help from family (15.83 times more likely), or traditional healers (8.79 times 
more likely). They arrived at their findings by surveying participants from different 
racial groups (n=l 17) who met CIS-R caseness for a CMD, with the Barts 
Explanatory Model Inventory (BEMI: Ruedell, 2006). Help-seeking strategies were 
ethnically patterned, such that more ‘white British’ participants used self-directed 
and social help-seeking strategies, but were less likely to use spiritual strategies. 
Complementary strategies such as relaxation and massage, herbal remedies and yoga, 
were particularly common amongst ‘white British’ and ‘black Caribbean’ 
participants, but not as important for Bangladeshi respondents, who preferred 
medical strategies. A weakness of this study is that the help-seeking inventory that 
was used has poor internal reliability, specifically for the theme of ‘medical 
treatment’, which had a Cronbach’s a of 0.61 when grouped together with ‘spiritual 
treatment’ under the broader theme ‘formal treatment’ (Ruedell, 2006). Nunnaly 
(1978), suggests that internal consistency is only satisfactory with an a of 0.70 or 
above. Regardless, the impact of cultural values on help-seeking behaviour is 
supported by a number of other studies.
One such study is Palmer (2006), where first-generation Somali immigrants in 
London (n= 7) were interviewed. It was found that cultural factors and post-
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migration stressors strongly influenced attitudes to help-seeking. However, this study 
was purely descriptive, with no methodical qualitative or statistical analysis being 
applied. As such, the findings can only accurately be perceived as anecdotal. This 
failing is overcome in a study by Warfa et al. (2006). They held discussion groups 
with 13 professional and 21 lay Somali individuals in London. Using a content 
analysis method, they found discourses among professionals concerning nomadic 
traditions and narratives, such that they believed Somalis will move geographically 
to deal with mental health and social problems. Lay subjects more often perceived 
that mobility was forced by situational factors, and acknowledged the stress 
associated with this.
The study by Gilbert et al. (2004), examined help-seeking among ‘south Asian’ 
women. Using focus groups they found strong cultural discourses around ‘izzat’ 
(esteem attributed by the self and others to an individual, and those closely 
associated with them), as a barrier to using mental health services. Problematically, 
the study used vignettes (see above: Klineberg et al., 2011), but nevertheless, this 
study contributes to the evidence for different factors affecting help-seeking within 
different ethnic groups.
The study by Soorkia et al. (2011), supports this. They used the Attitudes 
Towards Seeking Professional Help Scale (ATSPHS) constructed by Fischer and 
Turner (1970), to survey 81 female and 67 male ‘south Asian’ Students. They also 
used measures of Asian values, cultural mistrust, and ethnic identity. ANOVAs 
revealed separate main effects for sex and ethnicity, with the Indian ethnic group 
scoring higher on the ATSPHS than other Asian ethnic groups. Importantly, after 
controlling for gender; ethnic identity (the strongest predictor), cultural mistrust, and 
Asian values all independently predicted ATSPHS scores in a negative correlation.
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The study by Sisley et al. (2011), focussed on help-seeking among ‘black 
African’ women who had self-referred to community self-help workshops in London 
(n=7). Using Interpretative Phenomenological Analysis they found various themes. 
Key findings in relation to the review question were the barrier to help-seeking of 
gender role and cultural traditions of strength linked with concealing distress; and the 
management of distress through the sub-themes of ‘responding to emotions’, ‘me 
time’, ‘talking with myself, ‘support from others’, ‘sources of strength’, and 
‘personal journey’, (i.e. Alternative Coping Strategies); again with the 
acknowledgment that ‘approaching a GP’ or ‘accessing services’ might also be 
necessary. So this study appears to conform to the super-ordinate themes identified.
The study by Bassaly and Macallan (2006), also used the ATSPHS, this time to 
examine the influence of traditional Polish cultural values on help-seeking. 
Controlling for duration of stay in the UK, they found that identification with Polish 
cultural values was negatively correlated with intentions to seek help.
A final study by Sheikh and Fumham (2000), used an adapted ATSPHS to a 
comparable end. Alongside this, they examined demographic variables and causal 
attribution (as measured by the Mental Distress Explanatory Model Questionnaire: 
MDEMQ- Eisenbmch, 1990), among individuals of various ethnic origins in London 
(n=287). Predictors of positive ATSPHS scores were sex, level of education, and 
religion (where muslims had lower ATSPHS scores compared to other groups). In a 
regression using ATSPHS scores and MDEMQ data, western physiological causal 
explanations were found to be significant predictors of positive ATSPHS scores for 
Asian groups (thus also constituting evidence for the sub-theme Belief in Medical 
Models, below).
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The studies above have shown that there appear to be different factors affecting 
help-seeking for the following racial/ ethnic groups: ‘white British’, ‘black 
Caribbean’, ‘black African’, ‘south Asian’, Polish, Bangladeshi, and Somalis. These 
processes may influence the Severity Thresholds for seeking professional help among 
these groups. This is the third superordinate theme that emerged during this review: 
Threshold-Influencing Factors.
However, two studies contradict the findings within this sub-theme so far. A 
study by Commander, Odell, Surtees, and Sasharidan (2004), used a sample of ‘south 
Asian’ (n= 149) and white people (n= 310) from a ‘deprived, inner-city’ area in 
Birmingham, who had experienced mental health problems in the past six months (as 
ascertained by the Structured Clinical Interview for DSM-IIIR: SCID-IIIR- Spitzer, 
Williams, Gibbon, & First, 1992). They were asked about their past help-seeking 
behaviour. Physical health, recent ‘threatening experiences’, and general functioning 
were controlled for. There were no significant differences by race on understanding 
of their problem and past help-seeking (approximately half the participants in each 
group had disclosed their mental health problems). The findings of this study suggest 
that similar help-seeking processes are important for the two ethnic groups surveyed, 
in contradiction to some of the other studies reviewed above. It raises the question 
whether geographical or extraneous variables (such as ‘threatening experiences’), 
may be involved in some of the studies above, which did find different help-seeking 
processes between racial/ ethnic groups.
A study by Shaw, Creed, Tomenson, Riste, and Cruickshank (1999), 
corroborates this. They used the Short Explanatory Model Questionnaire (SEMQ: 
Jacob, Bhugra, & Mann, 1997), to examine past help-seeking, with (after screening- 
out non-‘cases’ with the Schedules for Clinical Assessment in Neuropsychiatry-
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SCAN: Goldberg & Williams, 1988), 29 ‘African Caribbeans’ and 29 ‘white 
Europeans’ in Manchester. They found no significant differences by race: most 
participants acknowledged their mental health problems and had consulted their GP 
(43/58); but few (5/58) had presented with psychological, rather than somatic 
symptoms.
Though there seems to be a good deal of evidence that cultural factors can 
affect help-seeking, the final two studies suggest that there may also be confounding 
variables involved in this association. One such confound may be acculturation 
(associated with duration of stay), which has been shown to be important in 
international studies (e.g., Hsin-Ya, Rounds, & Klein, 2005), and was not controlled 
for in all of the studies above.
GP Factors
Another sub-theme which fell under the superordinate theme of Threshold- 
Influencing Factors, was GP Factors. This was the predominant sub-theme in the 
following studies: Cape and McCulloch (1999); Brown, Casey, Bishop, Prytys, 
Whittinger and Weinman (2011); Biddle, Donovan, Gunnell and Sharp (2006); 
Meltzer, Bebbington, Brugha, Farrell, Jenkins, and Lewis (2000); and Doherty and 
Kartalova-0’Doherty (2010).
The study by Cape and McCulloch (1999), reports the results of a semi­
structured interview with a sample of 18-75 year-olds in London (n=64). These 
individuals met GHQ-30 (Goldberg & Williams, 1988), caseness for a CMD, and 
had recently consulted their GPs; but had not discussed any emotional problems with 
their doctor. This study has a unique strength compared to many of those examined 
in this review, in that researchers recorded GP consultations, so that they could verify 
self-report data of help-seeking (finding 87.5% agreement). The researchers
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classified reasons for not discussing mental health problems with GPs into categories 
created from pilot interviews. The most common reason was the belief that doctors 
did not have enough time. Other common reasons were relating to embarrassment or 
hesitation to trouble the GP, followed by ‘realistic’ reasons, such as being able to 
cope with the problem without assistance. As with other quantitative studies here, the 
coding of interview data to closed categories is a weakness of this study.
The study by Brown et al. (2011), also found GP consultation difficulties, such 
as GPs not listening, to be the primary variable influencing help-seeking for 
depression. They used the Brief Illness Perception Questionnaire (BIPQ- Broadbent, 
Petrie, Main, & Weinman, 2006), to survey the views on depression of 73 ‘black’ 
women of various different ethnicities, and 72 ‘white’ women, aged between 18 and 
45 in London. In addition, a binary ‘would you seek help?’ question, and an open- 
ended ‘if not, why not?’ question were used. A general inductive approach was used 
on answers to the latter question with 74 respondents (no significant difference 
between ethnic groups in numbers responding to this question). As well as GP 
factors being the most commonly cited reason, the researchers found that white 
women appeared to prefer alternative help sources, and more black women citied 
anti-medication beliefs, thus also contributing evidence to the Processes 
Idiosyncratic to Particular Racial or Ethnic Groups sub-theme.
The study by Biddle et al. (2006), found that young people often did not 
recognise their GPs as sources of help for mental health problems. They used 
grounded theory principles for thematic and constant comparison analysis of 
interviews with ‘cases’ (n=23), from their 2004 sample. They verified these ‘cases’ 
with the more accurate CIS-R; which in this instance re-classified two individuals 
who had previously met caseness criterion (showing the problems inherent in
109
diagnosing on the strength of the GHQ-12 alone, as done above by Oliver et ah, 
2005). Reasons given for not recognising GPs as sources of help included: GPs deal 
with physical illness only, or may be dismissive of mental health problems, and they 
are unable to provide psychological therapies. A weak-point of this rigorous study is 
again the limited age-range examined.
The study by Meltzer et al. (2000), also highlighted GP Factors as barriers to 
help-seeking. Specifically, one in four of their respondents said they did not think 
they could be helped by anyone, or thought a GP was not the appropriate source of 
help for their problem The study arrived at this finding using questionnaires 
examining the reasons behind not attending a GP for a mental health related 
complaint, with respondents (n=1387) assessed as having a CMD with the CIS-R. 
The large sample size of this study lends generalisability to the findings.
The study by Doherty and Kartalova-0’Doherty (2010), surveyed 382 
individuals who disclosed experiencing a mental health problem in the past year, and 
found GP-related factors were significant predictors for GP attendance. They used 
the Distress Disclosure Index (DDL Kahn & Hessling, 2001), a self-report measure 
of tendency to conceal or disclose distressing personal information. The researchers 
found gender differences in the predictive variables influencing primary care contact, 
such that significant variables for women were: self-perceived limitations in physical 
and social activities, having access to free medical care, and GPs not being perceived 
as helpful. A more diverse range of factors influenced male attendance: limitations in 
physical and social activities, having access to free medical care, education level, 
employment status, marital status, self-reported physical health, self-reported quality 
of life, and location of household (urban/rural). Another factor, 'too embarrassed to 
see GP" was significant at p<0.06. The fact that this study was conducted in the
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Republic of Ireland, where the NHS does not operate, makes generalising its findings 
slightly questionable. Despite this, conceptualising help-seeking as distress 
disclosure is an interesting idea which has so far received little attention.
These studies provide evidence that factors relating to GPs -such as believing 
GPs were inappropriate sources of help for mental health problems, or GPs not 
listening- can affect help-seeking. In terms of the superordinate themes identified so 
far, this would be another Threshold-Influencing Factor. However, this sub-theme 
would be less applicable if help-seeking towards other professional sources were 
considered, for example, voluntary-sector organisations, as mentioned in the 
Background section.
Stigma
Another re-current sub-theme was Stigma. Studies examining this factor were: 
Weich, Morgan, King, and Nazareth (2007); Quinn, Wilson, MacIntyre, and Tinklin 
(2009); Sherwood, Salkovskis and Rimes (2007); and Knifton et al.. (2010). Stigma 
was also mentioned as a factor in the study by Brown et al. (2011).
The study by Weich et al. (2007), surveyed individuals (n=8 6 6 ) who had 
experienced a depressive episode in the year prior to the study (verified with the 
Composite International Diagnostic Interview- CIDI: WHO, 1997). Using a self­
created instrument, they found that those who reported receiving and adhering to 
medical treatment scored differently on three factors: low on the view of depression 
as permanent, disabling and stigmatizing (factor one); high on depression as a 
medical condition that responds to support (factor two); and low on the view of 
antidepressants as addictive and ineffective (factor three). Those who had received 
psychological treatment scored similarly. It appears that in this study people who 
were prescribed medical or psychological treatment but did not adhere were grouped
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with those in the sample who were not prescribed treatment, as no separate analysis 
of these individuals is offered. The findings in relation to factors two and three mean 
that this study can also be construed as evidence of the positive link between Belief 
in Medical Models and help-seeking, reviewed below.
Stigma was one significant factor among others in the previous study, and this 
was also the case in the study by Quinn et al. (2009), where these other factors 
included variable experiences of the NHS, and variable experiences of GPs. 
However, no formal qualitative analysis was conducted on their data, meaning that 
this study can only make a limited contribution to the review area. The study by 
Knifton et al. (2010), also only makes a limited contribution. They found that help- 
seeking intent improved greatly (unfortunately they do not specify figures), 
following mental health awareness workshops to BME communities in Scotland (n= 
257 individuals). They largely attributed this result to the reduction of stigma 
surrounding mental health problems. This study was included for review purposes 
since it suggests that help-seeking attitudes may be susceptible to manipulation.
A more robust postal survey by Sherwood et al. (2007), reports scores on their 
stigma scale as the main variable predicting help-seeking for depression, after 
controlling for presence or absence of depression (i.e. Symptom Severity). They used 
self-constructed questionnaires with four groups of individuals: those who had 
received antidepressant medication (n=2 2 ) for a past diagnosis of major depressive 
disorder (assessed with the SCID-II), those who had completed guided self-help for 
the same diagnosis (n=2 0 ), those who had another psychological diagnosis (n=1 2 ), 
and a community group (n=48). Belief in biological underpinnings of depression was 
also a significant predictor, constituting evidence towards the Belief in Medical 
Models sub-theme.
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The study by Biddle et al. (2007), featured stigma in the Cycle of Avoidance 
(CoA) model they created using grounded theory principles with the same sample as 
their 2006 study. They suggest that frameworks of lay understandings guide the way 
people deal with psychological distress. As distress increases, strategies such as 
normalisation are employed to avoid acknowledging mental health problems, 
creating a movable threshold marking ‘need’. Anticipated negative consequences 
such as stigma drive this iterative process, until acknowledging ‘real distress’ is 
unavoidable, at which point help-seeking from professionals may occur. 
Unfortunately, the sample for this study again consisted of a limited age-range, 
reducing the extent to which the model may be transferable.
The study by Edge and MacKian (2010), found that avoidance of ‘psychiatric 
labelling’ was a barrier to help-seeking in their model of black women’s’ perceptions 
of depression. They used constant comparison of semi-structured interviews with a 
sample of black women (n=12) who had recently given birth in the North of England. 
The sample was classified into groups depending on presence or absence of perinatal 
depression, or general clinical depression. This model suggests that black women 
have difficulty conceptualising depression, and rely on social information to ‘re­
classify’ depression-related feelings as symptoms. At the next stage, they use a ‘lay 
hierarchy’ of coping responses, where help-seeking is not prioritised, and 
‘psychiatric labelling’ (and other perceived negative consequences), are avoided. 
Unfortunately, the unique sample used in this study reduces the model’s 
transferability, and certainly, it does not seem to accommodate all of the themes 
emerging from this review.
From the evidence of the studies above, it appears that stigma may be another 
contributing factor to the theme Threshold-Influencing Factors. In fact, the CoA
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model supplied above could be said to partially accommodate the superordinate 
themes that have emerged from this review. Other models which do so will be 
examined in the Discussion.
Belief in Medical Models
A number of papers which have already been reviewed here have reported 
degree of belief in Western medical models of mental illness as positively 
influencing help-seeking. These were: Weich et al. (2007); Sherwood et al. (2007); 
Sheikh and Fumham (2000); and to an extent, Edge and MacKian (2010).
We might also group a study by Ruesch, Evans-Lacko, Henderson, Flach, and 
Thomicroft (2011), with these. One item on their multi-purpose interview schedule 
measured intentions to seek help if respondents began to experience a mental health 
problem. They found that of the various variables surveyed, knowledge of mental 
illness and treatments was the strongest predictor of scoring highly for help-seeking. 
Tolerance and support for community care of mental illness, and older age were also 
predictive.
Belief in Medical Models appears to constitute another Threshold-Influencing 
Factor in terms of the superordinate themes of this review.
Other Psychosocial Factors
A number of studies already mentioned here have highlighted other factors 
associated with help-seeking that do not fit neatly under one of the identified sub­
themes. There were two studies that fell exclusively into this category: Edwards et al. 
(2007); and Pill, Prior, and Wood (2001).
The study by Edwards et al. (2007), used a vignette version of the BIPQ, to 
survey perceptions towards depression and anxiety among a general population 
sample who had suffered mental health problems in the past (n=l 13), and either been
114
treatment-seekers (sic) or non-treatment-seekers. As well as a gender effect whereby 
men were more likely to dismiss mental health problems, it was found that past 
treatment-seekers were more aware of mental health problems (BIPQ factors of 
‘identity’ and ‘comprehension’) and the repercussions of not dealing with them 
(‘consequences’ and ‘upset’). Depression was seen as more persistent, under 
personal control, and amenable to treatment than anxiety, again suggesting that help- 
seeking processes may be distinct between different CMDs. This will be mentioned 
again under Future Research, below. The disadvantages of using vignettes has been 
described above in this review.
The study by Pill et al. (2001), involved the presentation of vignettes to 20 age 
and gender-stratified focus groups (n= 127) in Wales, to examine understandings of 
mental health problems and opinions on treatment. Using thematic analysis of 
interviews, they found that people trivialised mental health problems, and were 
ambivalent as to whether they were primary care concerns. This study is useful in 
showing the ambivalence/ confusion that may exist around mental health problems 
and help-seeking; however, it shares the disadvantages associated with vignettes with 
the previous study.
It seems that Other Psychosocial Factors, such as awareness of mental health 
problems, trivialising mental health problems, and ambivalence/ confusion, may also 
be Threshold-Influencing Factors.
Discussion
Several psychosocial factors were identified in this review that appear to 
impact on help-seeking behaviour, and these were grouped under three over-arching 
themes. It seems that people have a Preference for Alternative Coping strategies and 
help sources, but that at certain Severity Thresholds they will seek professional help.
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These thresholds are affected by Threshold-Influencing Factors which may include: 
Processes Idiosyncratic to Particular Racial or Ethnic Groups', Stigma; GP Factors; 
Belief in Medical Models; and Other Psychosocial Factors. As suggested in this 
review and in previous research, gender may also affect these thresholds.
Help-seeking for mental health problems is a relatively new area of research in 
the UK. There is a lack of consensus about how to approach the subject area. Even 
internationally, there are a plethora of models and theories, both in the help-seeking 
and general psychology literature, which have been applied in this area. It appears 
that none of these can comprehensively account for the findings of studies reviewed 
here. However, a number are applicable to an extent. Among those considered were: 
the CoA model (mentioned above); the Theory of Planned Behaviour (ToPB: Ajzen
1991); Andersen’s socio-behavioural model (e.g., Andersen, 1995); the network 
episode model (Pescosolido, Gardner, & Lubell, 1998); the critical interpretative 
synthesis model (Dixon-Woods et al., 2006); ‘Leventhal’s model’ (e.g., Leventhal, 
Brisette, & Leventhal, 2003); the health-beliefs model (e.g., Rosenstock, Strecher, & 
Becker, 1988); script theory (e.g., Tomkins, 1987); attribution theories (e.g., Weiner,
1992); and the ‘path modelling structures’ model (e.g., Cramer, 1999). The variety of 
these models and theories displays the complexity of synthesising findings in this 
area. Among them, one is perhaps more applicable than others. This is Cramer’s 
(1999) model of help-seeking, summarised as follows:
Individuals are more likely to seek counselling when distress is high and 
attitudes toward counselling are positive; distress is higher when social support 
networks are impaired and individuals conceal personally distressing information 
from others; and individuals who conceal information often have negative attitudes 
toward counselling and impaired social support networks, (p. 381)
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Although this model comes from counselling research, it appears applicable to 
help-seeking from any professional source. Thus, “distress” equates to Symptom 
Severity', positive attitudes towards counselling constitutes a Threshold-Influencing 
Factor. The impairment of social support networks is important in Cramer’s model 
because, as is suggested here, friends, partners, and relatives are often the preferred 
source of help, equating to the superordinate theme o f Preference fo r  Alternative 
Coping. Concealing distressing information was negatively correlated with help- 
seeking in the study Doherty and Kartalova-0’Doherty (2010), constituting an Other 
Psychosocial Factor here, and it is important in Cramer’s model. The third part of 
the summary of Cramer’s model does not seem to have particularly been borne out 
by the findings of this review. However, this model, and the ToPB, both provide 
useful frameworks for the themes identified in this review, and as research continues 
in this area, greater consistency may be achieved through the conglomeration and 
refinement of such models.
Future Research
A demographic variable that was poorly accounted for in this review was age. 
Though studies of children and older adults were excluded from this review, this 
variable has been shown to be important in international research even within ‘adult’ 
age groups (e.g., Berger, Levant, McMillan, Kelleher, & Sellers, 2005). However, 
only four out of the 31 studies reviewed reported an effect for age. This clearly needs 
to be investigated further in the UK. Other avenues of future research will now be 
considered.
Given the numerous quantitative instruments used by studies in this review, a 
comparison of the properties of these instruments would be useful. This may include 
some or all of the following measures: ATSPHS, BIPQ, DDI, SEMQ and BEMI. A
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further instrument, the General Help-Seeking Questionnaire (GHSQ: Wilson, Deane, 
Ciarrochi, & Rickwood, 2005), was discovered during literature searching, but was 
not used in any relevant studies. Reliability and validity data (especially the 
convergent validity of separate instruments), may serve to further elucidate the 
constructs active in help-seeking processes.
Related to this, a longitudinal study would be a valuable test of the predictive 
validity of these instruments (though such a study would require a large sample and 
be expensive; and the method would contain its own problems). This would also help 
to clarify the link between help-seeking attitudes, prospective intentions, and actual 
later behaviour.
Another conceptual problem which could benefit from future research was the 
link between attitudes towards others’ mental health problems and attitudes towards 
personal problems. This would clarify the predictive properties of vignette studies in 
this field.
How far we can generalise/ transfer conclusions and models between CMDs is 
another conceptual issue that was raised in this review. It appears from some studies 
reviewed here that help-seeking processes may be different between diagnostic 
categories, in which case, future research will need to consider the development of 
specific help-seeking models for each categorical CMD.
While environmental factors have widely been studied in relation to the 
incidence and prevalence of mental health problems, they were unexpectedly absent 
from the studies on help-seeking (apart from the study by Oliver et al., 2005). 
Research examining the impact upon help-seeking of geographical factors, and 
related variables such as proximity of services, information available regarding 
services (e.g., promotional material displayed in the community), would be valuable.
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With the exception of Knifton et al. (2010), studies in this area exclusively 
used non-experimental paradigms. An interesting future direction would be to 
experimentally manipulate perceptions of help-seeking (e.g., through education), 
with pre- and post-measures of the effects.
As suggested previously, most of the studies reviewed here have looked at 
help-seeking in terms of contacting GPs; however there are other points of contact 
with services. These routes have been under-studied in the help-seeking literature so 
far, and are another area for possible future investigation.
Conclusion
Studies on help-seeking behaviour for mental health problems have only 
recently begun to be undertaken in the UK, and where they have been attempted, a 
variety of approaches have been used. The studies reviewed here suggest that 
alternative coping strategies are preferred to professional help, until a certain severity 
threshold is reached. The review found that the levels of these thresholds are 
influenced by a number of factors, such as: processes idiosyncratic to particular 
racial or ethnic groups; stigma; GP factors; belief in medical models; and other 
psychosocial factors.
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Appendix 1. Search Strategy and Planned Searches
SU AND TI AND PL
Mental Health Use Great Britain
Mental Illness Uptake
Mentally 111 Usage
Mental Disorder Access*
Utilisation
Pathway*
Help
Table 1. Search Strategy
1 SU Mental Health AND TI Use AND PL Great Britain
2 SU Mental Health AND TI Uptake AND PL Great Britain
3 SU Mental Health AND TI Usage AND PL Great Britain
4 SU Mental Health AND TI Access* AND PL Great Britain
5 SU Mental Health AND TI Utilisation AND PL Great Britain
6 SU Mental Health AND TI Pathway* AND PL Great Britain
7 SU Mental Health AND TI Help AND PL Great Britain
8 SU Mental Illness AND TI Use AND PL Great Britain
9 SU Mental Illness AND TI Uptake AND PL Great Britain
10 SU Mental Illness AND TI Usage AND PL Great Britain
11 SU Mental Illness AND TI Access* AND PL Great Britain
12 SU Mental Illness AND TI Utilisation AND PL Great Britain
13 SU Mental Illness AND TI Pathway* AND PL Great Britain
14 SU Mental Illness AND TI Help AND PL Great Britain
15 SU Mentally 111 AND TI Use AND PL Great Britain
16 SU Mentally 111 AND TI Uptake AND PL Great Britain
17 SU Mentally 111 AND TI Usage AND PL Great Britain
18 SU Mentally 111 AND TI Access* AND PL Great Britain
19 SU Mentally 111 AND TI Utilisation AND PL Great Britain
2 0 SU Mentally 111 AND TI Pathway* AND PL Great Britain
21 SU Mentally 111 AND TI Help AND PL Great Britain
2 2 SU Mental Disorder AND TI Use AND PL Great Britain
23 SU Mental Disorder AND TI Uptake AND PL Great Britain
24 SU Mental Disorder AND TI Usage AND PL Great Britain
25 SU Mental Disorder AND TI Access* AND PL Great Britain
26 SU Mental Disorder AND TI Utilisation AND PL Great Britain
27 SU Mental Disorder AND TI Pathway* AND PL Great Britain
28 SU Mental Disorder AND TI Help AND PL Great Britain
Table 2. Search Strategy Planned Searches
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Service Related Research Project
A Retrospective Study of Adherence to National Institute of Clinical Excellence 
(NICE) Guidelines with a Community Mental Health Team (CMHT) Caseload
This report has been fully anonymised by removing all identifiers of clients, 
their family and other individuals and institutions involved in their care.
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Abstract
This report provides the findings of a project which retrospectively examined 
recorded adherence to National Institute of Clinical Excellence (NICE) guidelines 
with a Community Mental Health Team (CMHT) caseload. Electronic progress notes 
were searched for keywords identified as indicators of adherence to guideline- 
advocated practices. Descriptive statistics revealed a high degree of recorded 
adherence to guidelines, and qualitative data was explored which highlighted specific 
strengths and weaknesses of the team. The advantages and disadvantages of the 
study’s chosen method are discussed, along with further issues that arose, including 
implications for recording practices within teams, and more general concerns 
regarding NICE guideline application.
Introduction
In early 2012, the local National Health Service (NHS) Trust released guidance 
to psychologists for conducting their Performance Appraisal Development Reviews 
(PADRs). This included the following suggestions2:
“Establish the profile of clinical presentations in each service area. Identify 
the NICE recommended psychological interventions for each 
cluster/diagnosis and identify other sources of guidance on best practice for 
these conditions. Identify, for existing patients seen by psychology and 
psychotherapies staff, those who are receiving the recommended 
interventions and those who are receiving other interventions.”
I3 discussed undertaking these suggestions as a Service Related Research 
Project with my supervisor and members of the CMHT. Two issues were raised.
2 No reference for this document is given as it was internal to the Trust-and addressed to a
member of the team, which would therefore compromise the anonymous nature o f this report.
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Firstly, it was noted that contrary to the above quotation, no guidelines currently 
exist by ‘cluster’, and so cluster data would be irrelevant.
The second suggestion was that a broader research goal could be aimed at, 
which would indirectly achieve the aim mentioned in the ultimate sentence of the 
above quote.
This was to survey the entire caseload and code for recorded adherence to 
NICE clinical guidelines; rather than just those individuals who had been seen by 
psychology and psychotherapy staff. At this stage, I also thought it would be possible 
to code for adherence to ‘other sources of guidance’ as mentioned above; however, 
as research progressed, and the abundance of these sources became clear (eg the 
World Health Organisation Mental Health Gap Action Programme (mhGAP) 
Guidelines; National Institute of Mental Health Guidelines; reviewing the general 
evidence base), it became obvious that this was not a viable option. Using a sub­
sample of the CMHT caseload was considered, but even surveying the various 
guidelines and research relating to the treatment of any one diagnosis would have 
been extremely time-consuming, and this would not be possible within the time 
frame allowed for the project. As such, the research question was altered to the 
below, which specifically mentions only NICE guidelines.
Research Question
What percentage of clients on a CMHT caseload are recorded as receiving 
treatment adherent with NICE guidelines?
3 1 have used the first-person tense here and elsewhere to better illustrate my involvement in the 
research and my personal reflections.
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Method 
Procedure
This was adapted from the PADR guidance above. It was first established for 
which diagnoses NICE guidelines currently existed, specifically relating to their 
treatment in secondary care. At the time that this was undertaken (10th-15th June 
2012), 14 guidelines existed which were identified as relevant, these were: Alcohol 
Dependence and Harmful Alcohol Use; Antisocial Personality Disorder; Attention 
Deficit Hyperactivity Disorder (in adults); Bipolar Disorder; Borderline Personality 
Disorder; Depression; Drug Misuse; Eating Disorders; Generalised Anxiety Disorder 
(GAD) and Panic Disorder; Obsessive Compulsive Disorder (OCD) and Body 
Dysmorphic Disorder; Post Traumatic Stress Disorder; Psychosis with Coexisting 
Substance Misuse; Schizophrenia; and Self Harm- Longer Term Management 
(NICE, 2012). A coding tool was created which set forth NICE guideline 
recommendations for each of these diagnoses (Appendix 1). Parts of a further 
guideline entitled ‘Common Mental Health Disorders’, were added to the summary 
sheet under the relevant sections for Depression, OCD, and GAD. nb. At the time 
that NICE guidelines were surveyed, no specific guideline existed for working with 
clients with a diagnosis of Asperger’s Syndrome in secondary care. Although this 
guideline was subsequently created in June 2012; it was not used in coding data, as it 
had not existed at this initial stage. This fact will be further explored in the 
discussion.
Three days were selected for a ‘snapshot’ of the CMHT caseload, during which 
data analysis would take place. These were the 18th, 19th, and 20th of July, 2012. 
Over these days, every client who had a diagnosis with a relevant NICE guideline 
was identified.
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Their electronic progress notes were screened using the browser search tool 
and a number of keywords relevant to NICE guideline recommendations for their 
diagnosis. For example, for the diagnosis of schizophrenia, the keywords ‘cbt’, 
psychol, therap’, and the name of the CMHT’s clinical psychologist were searched 
for. The decision to use clients’ electronic progress notes was made after MDT 
discussion. There were several advantages and disadvantages to this strategy which 
had to be considered. The main disadvantage was that one could not say for definite 
that a patient’s electronic notes perfectly reflected the care they had received. 
Currently, electronic notes are audited to check that an entry exists for a certain time 
period, but the quality of, or type of information contained in these entries is not 
audited. Moreover, electronic records have only been used for several years, prior to 
which time paper records were kept which have largely not been uploaded to the 
electronic system as yet.
Therefore, the absence of recorded adherence in a client’s electronic notes did 
not mean a guideline-directed intervention had not happened before electronic notes 
existed; nor that it had happened since, but had not been recorded. In fact, even if 
electronic notes indicated a client had been offered an intervention that was contra­
indicated by guidelines, it was not possible to unequivocally state that they had not 
been offered a recommended intervention first, which had not been recorded. This 
problem could perhaps have been overcome by consulting with staff involved in 
specific clients’ care; however this was deemed to be too time consuming to 
undertake during the project time frame. As such, it was previously decided that 
during coding, ‘not recorded’ would be used rather than ‘not adherent’.
The main advantages of coding using electronic progress notes were that these 
would be uniformly available for the entire caseload, and relatively straightforward
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to access; unlike older paper notes, and other sections of clients’ electronic records 
(such as care-plans). These advantages and disadvantages were duly considered 
before commencing research, and the latter were not deemed to pose a threat to the 
utility of the study’s findings. The implications of this choice are discussed further 
below.
After searching each client’s electronic progress notes, they were then coded as 
‘recorded adherent’, or ‘not recorded’. For clients where an interesting issue was 
raised, a small amount of qualitative data was also kept.
Using the quantitative data, descriptive statistics and graphs were created. This 
included answering the research aim provided by the Trust’s PADR guidance. 
Qualitative notes were examined. These were compiled and/or paired with 
quantitative findings where applicable, to produce several evaluative points (judged 
to be either positively or negatively valenced by the researcher). These are below 
under Qualitative Findings, nb. No formal qualitative method was employed in this 
process, since the notes were created by the researcher and were as such 
idiosyncratic.
Ethical considerations
The project was a service evaluation, therefore ethical approval was not 
required by the University or the NHS Trust of which the CMHT is a part.
Results 
Demographics
During the snapshot period there were 301 clients on the CMHT caseload. 275 
(91%) of these had a diagnosis recorded in their electronic records. However, when 
clients who had entered the caseload less than 30 days previously were excluded (ie 
there may not have been time for a diagnosis to be entered), the caseload fell to 294
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individuals. The number of individuals with a diagnosis remained the same, now 
constituting 94% of the caseload.
Of those 275 individuals with a diagnosis, a relevant NICE guideline existed 
for 214 (77% of 275). Some examples of diagnoses for which no guideline existed 
include: Personality Disorders (PD) other than Borderline PD and Anti-Social PD, 
eg. Dependent PD, Paranoid PD; and Schizoaffective disorder. A graphical 
representation of this breakdown is shown in Figure 1 below.
Figure 1. Caseload Demographics
;
No
diagnosis,
n=26
Guidelines 
exist, n=214
Diagnosis,
n=275
No 
guidelines 
exist, n=61
Quantitative Findings
It was possible to code every individual with a diagnosis for whom a NICE 
guideline existed. Of these 214 individuals, 143 were recorded as guideline adherent 
(67% of 214). 71 were not recorded as adherent (33% of 214). Figure 2 below 
displays a graph of these findings.
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Figure 2. Recorded Adherence Results
Not
recorded,
n=71
Followed
guidelines,
n=143
Quantitative analysis also allowed the aim suggested by the PADR guidance to 
be fulfilled. Findings relating to this are shown in Figure 3 below.
Figure 3. Caseload Clients seen by Psychology and Psychotherapies Staff
recorded.
Recorded as 
receiving 
recommend 
ed, n=38
As the figure above shows, there were 42 (14% of 301) clients on the caseload 
who were recorded as having been seen by psychology and psychotherapies staff at
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some point. 38 (90% of 42) of these had received, or were receiving guideline- 
recommended interventions for their diagnosis. 4 (10% of 42) were not recorded as 
receiving interventions advocated by NICE guidelines.
Qualitative Findings
These were compiled into positive and negative evaluations as detailed above. 
Positive evaluations:
• High level of recorded adherence to guidelines for the treatment of OCD.
• The CMHT was very good at providing and recording the provision of 
‘structured care’ directed by ‘an explicit and integrated approach’ to 
clients with Borderline or Emotionally Unstable Personality Disorder 
diagnoses. This was often under the umbrella of Dialectical Behaviour 
Therapy (DBT), all of which is directed by guidelines.
• The CMHT was very good at referring clients with a diagnosis of PTSD to 
a service within the Trust that specialises in working with such individuals, 
and is therefore ideally suited to enact guideline recommended 
interventions.
• The CMHT was very good at referring individuals with alcohol/ addiction 
problems, and working in a ‘joined-up’ fashion with local teams 
specialising in these areas, as directed by guidelines.
• The CMHT was very good at recording adherence where medication was 
the primary intervention directed by guidelines.
Negative evaluations:
• The CMHT did not always make implicit adherence to guidelines explicit 
in records. For example, the team psychologist was often present at 
clients ward rounds, but his contribution, and the discussion/consideration 
of psychological approaches this most probably entailed, was not always 
made obvious. This meant that some of these cases could not be coded as 
‘recorded adherent’.
• The CMHT was not good at recording offers of psychological therapy to 
people with a diagnosis of Schizophrenia, if these offers occurred. In
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particular, the team was poor at recording offers of family therapy, whilst 
CBT was recorded as being offered slightly more frequently. Both are 
directed by guidelines.
Discussion
One of the main points of discussion that arose from these findings was 
whether higher figures for recorded adherence were in fact desirable. This was for a 
number of reasons. Foremost amongst these was the fact that NICE guidelines are 
not compulsory, and should be dependent on clinical judgement. The team suggested 
that common sense had been applied in many cases where guideline-advocated 
interventions had not been offered. For an extreme example, it is redundant to offer 
family therapy to a client who has no surviving family members. The counter­
argument to this was that guidelines may eventually become compulsory, or a similar 
approach whereby care packages are directed by clusters. In which case, auditing 
adherence would naturally follow. As such, even common sense decisions should be 
recorded with their supporting rationale.
A final point in relation to NICE guidelines, was how they should be applied 
retro-actively. This would have implications for the workload of teams every time a 
new guideline is created, or an old one updated. Some of the guidelines surveyed 
were recent creations, and it could be said that an interval for adherence should have 
been allowed in coding. For example, the guideline for the diagnosis of Anti-Social 
PD was created in January 2012. If an interval of one year was given as the time­
frame within which to attempt adherence, then the recommendations of this guideline 
would not have been applicable in coding. This may be a source of noise in the 
findings of this study. To partially overcome this problem, it was considered that 
clients could be grouped by diagnosis to determine the adherence levels for each
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diagnosis. However, it was judged that this would not be a particularly useful way of 
examining the data, for the following reason.
During the coding phase of the study, it became apparent that some 
individuals’ diagnoses did not seem to fit with the presentation suggested by even the 
superficial examination of their electronic records necessitated by coding. A typical 
example of this was the number of individuals who had a diagnosis such as GAD, 
when in fact aspects of their notes (such as multiple accident and emergency 
admissions, self-harm, and substance misuse) appeared to suggest a PD diagnosis 
would be more suitable. After consulting with the MDT regarding this, it was 
suggested that some psychiatrists may prefer not to employ what are still seen to be 
more stigmatising and excluding diagnoses unless it is absolutely necessary. While 
their motives are admirable, this raises the possibility of further noise in the results of 
this study. Furthermore, in relation to the above point, grouping clients by diagnosis 
may not in fact have produced data which accurately reflected the care best suited to 
their needs. This would be a problem for the team to tackle if care packages were 
more formally audited.
A significant threat to the utility of this study’s findings emerged during 
coding. This is what I shall call the ‘adequate trial’ loophole. That is, a number of 
guidelines (such as those for GAD and Panic Disorder, OCD and HDD, and Bipolar 
Disorder, among others), suggest that an individual should be given an ‘adequate 
trial’ of medication as a primary intervention. Only at the conclusion of this trial do 
guidelines direct changes to medications and alternative approaches, such as 
psychological intervention. Given that the researcher is not a psychiatrist, they were 
not in a position to question the length of time/dosage that constituted an ‘adequate 
trial’. Therefore, all recorded instances of an individual being on medication had to
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be considered as within the ‘adequate trial’ interval, and coded as adherent to 
guidelines. However, it appears from looking at Figure 3 above that quite few clients 
appear to progressing from the adequate trial’ interval to psychological intervention: 
only 14% of the total caseload had been seen by psychology and psychotherapies 
staff. This seems striking when psychological intervention is so frequently endorsed 
by NICE guidelines as a secondary intervention following medication.
This point can be further explored with the only diagnosis for which guidelines 
direct a compulsory offer of psychological intervention: Schizophrenia. As such, it is 
not affected by the adequate trial’ loophole. The picture of recorded adherence for 
this diagnosis is displayed in Figure 4 below.
Figure 4. Recorded Adherence for the Diagnosis of Schizophrenia
Guideline
adherent.
n=23
Not
recorded.
n=52
Figure 4 shows that only 23 (31% of 75) clients with a diagnosis of 
Schizophrenia had a recorded offer of psychological intervention in line with NICE 
guidelines. 52 (69% of 75) did not have a recorded offer of psychological 
intervention. As stated under Qualitative Findings, this may suggest that the team is 
better at adhering to guidelines relating to medication than psychological
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interventions. However, it may also be that these figures are affected by two other 
factors mentioned above: clients may have been offered/received a psychological 
intervention prior to the advent of electronic records; or a common sense approach is 
being utilised with some of these individuals in not offering them such interventions.
Whatever the reason for these figures, the graph above indicates a clear avenue 
for intervention if the team did choose to try and improve adherence statistics. This 
could involve either checking past records to see if a psychological intervention had 
ever been offered, and offering such an intervention if it had not. However, if so 
many individuals accepted the offer of psychological intervention this would 
obviously put a large strain on the psychology department, highlighting an issue for 
the allocation of resources within the team.
An interesting point which arose from this project is the position of the 
diagnosis of Schizoaffective Disorder amongst NICE guidelines. There is no specific 
guideline relating to this diagnosis; and very different interventions are directed by 
the guidelines for Schizophrenia and Bipolar Disorder (both of which could be said 
to share symptoms in common with the Schizoaffective diagnosis). Clients with a 
diagnosis of Schizoaffective Disorder made up a reasonable number (18 out of 61), 
of those for whom a diagnosis existed but no NICE guideline, so the association of 
this diagnosis with one of those existing guidelines would have an impact on the 
recorded adherence figures reported here.
The fact that only electronic progress notes were searched for recorded 
adherence was a disadvantage of the research method. Whilst this was all that was 
considered possible within the time limits available for the study, it may have been 
that further information was available from other sections of clients’ electronic
161
records (for example, their care plans), which unfortunately were not surveyed. This 
constitutes another potential source of noise in the findings of this study.
Dissemination
A brief presentation on the project was given to some CMHT members on 
05/09/12. Attendees’ feedback was incorporated into this report. A finalised copy of 
the presentation will be given to the full CMHT on 08/11/12. This report will be 
submitted to the Trust, making it available to a wider audience.
Conclusions
This study provides quantitative information regarding the recorded adherence 
to NICE guidelines by a CMHT. However, it also contained a qualitative element, 
and from this and the process of reflecting upon the findings within a multi­
disciplinary team, further insight into the current application of NICE guidelines, 
their uses and usefulness, were arrived at. One such conclusion was that their 
ambiguity can also make their application indistinct in some instances, and this 
should certainly be borne in mind in interpreting the results of this study.
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Final Reflective Account
On Becoming a Clinical Psychologist: A Retrospective, Developmental, 
Reflective Account of the Experience of Training
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Over the duration of the course I have seen large changes in my clinical 
practice, in response to the teaching and supervision I have received. At the same 
time, and perhaps less expectedly, I have noticed personal growth. I think that this 
has largely been due to the focus on reflection on the Surrey course. I have really 
valued the unique opportunity that training affords us in this respect, and hope to 
continue making extra space for such reflection when I qualify! This feature of the 
course has also meant that I came to writing this account with a narrative of my time 
on the course (and to an extent, of aspects of my clinical experience prior to 
beginning the course), that I had already worked through towards a reasonably 
coherent form, and even mentally furnished with several theory-practice links. I will 
now try to present some of that narrative, touching on several key strands or themes 
in my personal and professional development over the past several years, with 
acknowledgements of difference and diversity issues where applicable.
I will begin this narrative with some observations on my personal development, 
and proceed to touch on different aspects of the clinical, academic, and research 
strands of my work on the course.
I have noticed a number of personal changes over my time on the course, 
ranging from the straightforward, such as improvements in my time-management 
skills, to wider changes, such as in my personal philosophical outlook. It is these 
latter which I would like to begin by focusing on. One of the main changes in my 
personal thinking, and clinical approach over the time that I have been training, could 
broadly be described as a move away from ontological realism, towards a healthy 
pluralism. I have come to prioritise strictly positivist epistemologies less, in favour of 
more post-modern and social-constructionist alternatives. I will now describe some 
of what I see as the contributing factors in this shift. At the undergraduate level, I had
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a limited understanding of the philosophical assumptions behind what we regard as 
established knowledge in psychology. My undergraduate university course 
emphasised quantitative research methods, and the clinical superiority of Cognitive 
Behavioural Therapy (CBT) approaches. I was fortunate enough to take 
supplementary studies in English literature during my undergraduate course, and 
remember reading Foucault (e.g., 1988) and Derrida (e.g., 1978), and wondering why 
more of their ideas had not been applied in psychology. Whilst gaining clinical 
experience prior to getting on the course, I worked in in-patient wards with a medical 
focus, which generally reinforced this preference for CBT approaches. These were 
also highly pressured environments, and in hindsight I can see how the solid-feeling 
‘answers’ offered by CBT approaches may have helped to relieve shared anxiety 
(Menzies-Lyth, 1960). When I began training, I started to further develop my critical 
thinking abilities in response to the demands of the course. Through the research 
methods teaching in first year, the qualitative group project, and my Major Research 
Project, I began to think more critically about, and be exposed to more philosophical 
perspectives on truth and reality. I saw that the ideas of post-modern thinkers such as 
Foucault and Derrida had been incorporated into clinical psychology, and that such 
ideas may be important in guiding the research that I was completing.
At the same time, I began learning about more social-constructionist positions 
in clinical practice, for example, through the teaching the cohort received on 
Narrative Therapy (e.g., Combs, 1996), and exposure to generic competencies that 
more explicitly acknowledged heuristic concerns, such as using a “not-knowing” 
stance (Anderson & Goolishian, 1992). I have found this latter idea particularly 
useful in approaching clinical work where issues of diversity and difference are at the 
fore, as they can avoid potentially rapport-damaging (or worse, prejudicial)
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assumptions, for example, about the cultural practices of specific minority groups. 
While I am aware of critiques of some of these social-constructionist principles 
(particularly when taken to their most radical), I believe that I will continue 
incorporating such thinking in a moderate form in my practice as I continue working 
post-qualification.
An increased awareness of these post-modern philosophical traditions has also 
caused me to think deeply about the use of language in clinical settings. In this sense, 
I have been very interested in the exposure to a variety of therapeutic modalities on 
the Surrey course. It has been interesting to see how similar techniques or ideas are 
translated across therapeutic modalities. I can draw a specific example from my 
experience with one client in Schema Focused Therapy (Young, Klosko, & 
Weishaar, 2003). In our work we identified and worked on what the authors of that 
therapy call a Defectiveness schema. However, in supervision, we (my supervisor 
and I) were able to translate this ‘schema’ to a ‘core belief in more traditional CBT 
models (such as Beck, 2011), or a ‘core pain’ from a psychodynamic perspective 
such as Dynamic Interpersonal Therapy (Lemma, Target, & Fonagy, 2011), among 
other similar concepts. This is not to undermine the differences in the rationale and 
technique between these therapies, but simply to point out an area of interest for me 
during training, which I believe has developed my thinking and clinical practice. 
This also relates to research highlighting technical similarities between therapies 
(e.g., Luborsky et al., 2002), and the idea of matching our approach to the client, in 
terms of the language and theories they find most accessible.
The way that we use language has also formed somewhat of a recurrent 
dilemma which I have encountered. This is the clash between the use of diagnoses 
and more humanistic perspectives that contraindicate their use. During training I
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have had experiences with both sides of this debate. I have met and worked with 
clients who have found the diagnoses they have received stigmatising, insensitive 
and simplistic. Conversely, other clients have found great relief in receiving a 
diagnosis that can subsequently direct their treatment, secure funding, and allow 
them to meet and share with other people who have experienced similar difficulties 
as themselves. In my own thinking, I can acknowledge the necessarily reductionist 
nature of most mental health diagnoses: that “the map is not the territory” 
(Korzybski, 1931); while also appreciating their value in some circumstances and to 
some individuals. I think that this dilemma can usefully be conceptualised as a 
dialectic, and one that that will continue to create tension in my ongoing clinical 
practice. That is, I do not expect that I will easily reach a synthesis of these opinions, 
but through continued reflection on this issue, I hope it will prompt deeper thinking 
about my clinical work, which will ultimately be beneficial to my further 
development and to the treatment received by clients I work with. Again, this might 
broadly be taken as an example of adapting our approach (and language) to different 
clients; rather than proceeding in a “one-size fits all” fashion.
This issue of diagnosis is pertinent across all areas in which clinical 
psychologists work, but perhaps none more so than in working with people who 
receive a diagnosis of Personality Disorder: the potentially stigmatising and 
damaging nature of these labels is so great, and they are controversial and 
provocative even within professional circles. During training, I have enjoyed and 
learned from all of my clinical placements, but I do not think I have ‘clicked’ in any 
area of work so much as my experiences with this population. I have been fascinated 
by the pervasive and complex nature of this client group’s difficulties, and the new 
therapies being developed to work with these. Obviously, in all fields of psychology,
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new therapies are being developed that are original and challenging to both 
practitioners and recipients, but since the professional community is really only just 
coming to terms with ways to work with individuals who receive a diagnosis of 
personality disorder, I have particularly enjoyed the atmosphere of innovation and 
hope that now pervades this work, and which has not historically been present. Issues 
working with this population, such as the frequent tension between change and 
acceptance (e.g., Linehan, 1991), have further provoked me to engage with some of 
the philosophical concerns I have mentioned earlier in this document. I think that 
following qualification I can see myself beginning a career in this area.
I have also found that in working with this population, the frequently 
interpersonal nature of individuals’ difficulties is often suited to relational 
approaches, and in particular, more psychodynamic perspectives. These have greatly 
appealed to me during my training. Beginning with the week of psychodynamic 
teaching we received as a cohort, I have become increasingly fascinated by this 
modality, and the theories and theorists who have contributed to its development. In 
the third year of training, this was further nurtured by the psychodynamic seminars, 
which gave me the opportunity to read further in this subject area on the 
recommendations of experienced practitioners, to discover shared (or conversely, 
mutually exclusive) features across theories, and to test out my learning in academic 
and case discussions. If I was asked to describe my technical orientation as a clinical 
psychologist, I would probably describe a fusion between such psychodynamic 
thinking and third-wave CBT approaches. This has created another dialectic which I 
think I will continue to engage with in my ongoing clinical practice. That is, though I 
have found psychodynamic ideas to be powerful in clinical practice, I have at times 
struggled to reconcile the realist perspective they are generally based upon, with the
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more pluralistic epistemological stance I have otherwise come to value, and have 
mentioned previously. Again, I think this will be a theme I will continue to reflect 
upon throughout my career.
In the vein of third-wave CBT perspectives, I have spent some time developing 
mindfulness skills throughout the course, both as a clinical tool, and for my own 
personal use. I can identify one particular supervisor who was a role model in this 
area, who especially prompted me to think about and explore this skill. Following 
their example, I have found that employing a patient, non-judgemental attitude 
(similar to the way that mindfulness is employed in Dialectical Behaviour Therapy: 
Linehan, 1991) can be just as useful when working with an MDT team, clients, or in 
my personal life.
Taking part in my regular Personal Professional Learning Development Group 
(PPLDG) has also been an important feature of the course for me. Reflecting on my 
participation in the group, and the group processes I have observed, has highlighted a 
number of interesting issues and theory-practice links. I have discussed these 
extensively in other reflective accounts, so I will not go into them too greatly here, 
but I will raise one learning point that I think has been key, and which I have 
frequently generalised to other settings. This is the way that groups can often 
designate roles among their members, so that people can fall into routines of 
espousing similar ideas or positions, that they might not necessarily assume 
independently, but which they arrive at because they serve a function for the group. I 
came about noticing this in my PPLDG sessions after it seemed that I often held an 
informal role that I labelled as “synthesiser”. I was often the group member who 
brought together otherwise disparate viewpoints, often in an effort to draw 
discussions towards a conclusion, or at least a progression. Other group members
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were the first to notice this and point it out. I did not resent this role, and I think it 
was often useful to the group, but comment on this caused me to notice how my role 
was different in other group settings. I noticed that others also fell into certain roles. 
For example, in MDT meetings on one of my clinical placements, I noticed a staff 
member who frequently took on a role I might call “pacifier” or “placate”. Through 
(I hope non-accusatory) comment on this in one particular MDT meeting, the rest of 
the team were able to comment on the behaviours that often prompted the 
assumption of this role, the function it served, and ultimately how useful it was for 
the group.
Looking back over my previous reflective accounts, and in preparing my 
portfolio, I was also struck by another strand of my development. I have not 
discussed this explicitly in those documents, but can see it implicitly, in the way that 
my writing has changed. There has been an improvement in my writing style, which 
has probably come about through the wealth of clinical, research, and academic 
writing I have completed on the course, but more importantly, I think I have 
increasingly displayed a greater confidence in taking ownership of my ideas and 
contributions. This is apparent both in my writing, and in clinical settings, and is 
something that Clinical Tutors have even commented on. Making a theoretical link, I 
would translate this as moving towards a position of safe uncertainty (Mason, 1993), 
an idea that was introduced to the cohort as prescribed reading in the first year. That 
is, though I still feel some uncertainty about my knowledge and the limits of my 
expertise, I am more aware of this and feel safe in acknowledging this fact, and 
making statements based on what I do know.
The concept of safe uncertainty is also a useful one in thinking about the 
prospect of graduating and qualifying in the near future. This feels at times
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somewhat intimidating, especially given the currently unstable climate in the NHS. 
As the government has gone about increasing the market forces at work in the public 
sector, introducing associated threats to job security and indeed the profession of 
clinical psychology in some respects, it is difficult to imagine where I might find 
myself working in ten, or even five years’ time. I have always been personally 
motivated by left-leaning politics, and this was part of my decision to train for a 
vocation that I thought would set me up for a career in a socialised healthcare 
system. It now seems that this is less and less the case upon qualifying, and I hope 
that I can hold on to my values in the face of external pressures such as a shrinking 
job market. Faced with this nagging uncertainty, I hope that adherence to these 
values, and my personal work ethic, will provide some of the safety that will help me 
successfully navigate the next period of my career.
Another important preparation for qualification has been a move towards 
leadership positions and increase in responsibility as my training has progressed. For 
example, I have taken part in peer and group supervision formats, and directly 
supervised Assistant Psychologists. I now feel more comfortable in these roles, and I 
hope, will feel more able to accept supervision roles in the future because of this. I 
do not think that I took easily to the increased burden of responsibility that can be 
present in such roles, and to an extent I have been surprised by my ability to manage 
them, with appropriate support from supervisors.
Another surprise for me during training has been how much I enjoyed being 
involved in research, which had not been the case during my undergraduate degree. I 
have enjoyed watching my Major Research Project progress from a simple idea, 
through to a literature review and proposal, and finally through to the final write-up.
I hope to pursue my research interests as my career continues, embracing the
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scientist-practitioner model, and incorporating this propensity in my Continuing 
Professional Development.
To conclude, I feel I have developed in a number of ways over the duration of 
my training, which have been prompted by different aspects of the course. I have 
tried to illustrate a variety of the important learning points I have made above. I 
believe some of these will continue to be a focus through my career, and will 
continue to impact on my professional and clinical practice across a range of 
contexts. I also feel that the course has provided me with a number of skills and 
perspectives which I hope will be useful in facing the uncertainty of the job market 
and other important choices following my qualification.
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Clinical Experience
Over the duration of the course I have gained a wide range of experience in 
different settings, with different client groups, and using a variety of therapeutic 
approaches. All my placements have been in urban areas and the populations 
accessing services has been made up of a diverse mixture of ethnic, cultural and 
religious groups. I will now briefly go over my different placements, in 
chronological order.
My first year placement was with a Community Mental Health Service, 
providing services to working age adults. I also took on a client with the local 
Dialectical Behaviour Therapy (DBT) service, and a further client through the 
Improving Access to Psychological Therapies service. During the placement, I 
worked primarily with a Cognitive Behavioural Therapy (CBT) approach (if I 
include DBT under that term too), although I was also part of the reflective team for 
a Family Therapy clinic who worked with families where an individual member had 
a diagnosis of psychosis, thus necessitating an understanding of Systemic 
approaches. Within the main adult team I worked with clients with a variety of 
presenting issues, meeting the criteria for such diagnoses as Depression, Obsessive 
Compulsive Disorder, and Persistent Delusional Disorder. I took on one client in 
weekly individual DBT, who was experiencing difficulties concordant with a 
diagnosis of Borderline Personality Disorder (BPD). I also facilitated and at times 
ran, a DBT skills group. As part of that modality I attended peer supervision groups 
and provided telephone support to clients.
My first placement in my second year was with an Older People’s mental 
health service. There, some important experiences included running a "reminiscence" 
group for clients with a diagnosis of dementia, providing Behavioural interventions
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in community accommodation, and undertaking extensive neuropsychological 
assessment work. At this placement, I was again primarily using CBT, although 
Behavioural and Systemic theories were also important. I took on two clients with 
more complex interpersonal difficulties, and worked with one of these individuals 
using Schema-Focussed Therapy.
My other second year placement was split between a Child and Adolescent 
Mental Health Service and a Youth Offending Team. In these roles, I worked with a 
range of ages up to 18, primarily using CBT and Systemic theories, often in forms 
adapted to suit the age of the client. For example, creating session material that relied 
on pictures or toys to engage younger clients. At times, an Attachment perspective 
was useful in both formulation and intervention. It was also important on these 
placements to think about wider organisational and political issues, as services in the 
area were undergoing considerable upheaval.
My first placement in my third year was a Specialist placement with a 
Complex Needs Service which primarily worked with individuals in the community 
experiencing interpersonal and emotional difficulties meriting a diagnosis of BPD.
At this service, I took on several clients within a Brief Psychodynamic Therapy 
modality, and one within Cognitive Analytic Therapy. I facilitated and on occasion 
lead an Explicit Mentalisation-Based Therapy (MBT) group. I also observed and ran 
an Implicit MBT group. As such, I was primarily working within Psychodynamic 
frameworks, including CAT and MBT under that umbrella label. I was pushed on 
this placement to engage with classical and more modem Psychodynamic/ 
Psychoanalytic theory, both for clinical and more academic contexts, and I 
thoroughly enjoyed this challenge.
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My final placement was in a Community Learning Disability service. I worked 
with clients with a range of difficulties such as problems subsumed under the 
description of Challenging Behaviour, and less circumscribed issues such as anger 
difficulties in the context of family upheaval. This latter client among others 
necessitated a Systemic approach, and I also drew on Behavioural and 
Psychodynamic models frequently during my time on that placement. I took on a 
number of leadership roles or projects, such as working to improve pathways into the 
service.
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Assessments
Year I Assessments
P r o g r a m m e
C o m p o n e n t
TITLE OF ASSIGNMENT
Fundamentals of Theory 
and Practice in Clinical 
Psychology (FTPCP)
Short report of WAIS-III data and practice 
administration
Research -SRRP A Retrospective Study of Adherence to National 
Institute of Clinical Excellence (NICE) Guidelines with 
a Community Mental Health Team (CMHT) Caseload
FTPCP -  practice case 
report
Assessment and Formulation of a Male Client with 
Complex Difficulties Involving Obsessive Compulsive 
Disorder
Problem Based Learning 
-  Reflective Account
‘The Relationship to Change’
Research -  Literature 
Review
Psychosocial Factors that Influence Help-Seeking for 
Common Mental Disorders in the UK
Adult -  case report Neuropsychological Assessment of a Woman with 
Impairment in her Functional Abilities
Adult -  case report Assessment and Treatment of a Woman with a 
Diagnosis of Obsessive Compulsive Disorder
Research -  Qualitative 
Research Project
Clinical Psychology Trainee’s Perspectives on Future 
Job Prospects
Research -  Major 
Research Project 
Proposal
Is the Network Episode Model Applicable to Help- 
Seeking for Depression in a Sample of Black-Caribbean 
Men Living in London, UK?
Year II Assessments
P r o g r a m m e
C o m p o n e n t
TITLE OF ASSESSMENT
Research Research Methods and Statistics test
Professional Issues 
Essay
“What are the potential risks and benefits to the provision 
of Mental Health services in the plans set out in the White 
Paper, Equity and Excellence: Liberating the NHS 
(2010)? How might you use psychological theory to help 
predict the impact of such reform on staff, users and 
services?”
Problem Based 
Learning -  Reflective 
Account
‘The Stride Family’
Older People Case 
Report
Schema Therapy with a 70 Year Old Lady
Personal and 
Professional Learning
Second Year Process Account
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Discussion Groups -  
Process Account
Child and Family Oral 
Presentation of Clinical 
Activity
Systemic Intervention Around a Young Man with 
Emotional Regulation Difficulties
Year III Assessments
P r o g r a m m e
C o m p o n e n t
ASSESSMENT TITLE
Research -  MRP 
Portfolio
A Qualitative Exploration of UK Newspaper Portrayals of 
Mental Distress and Help-Seeking
Personal and 
Professional Learning -  
Final Reflective 
Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training
Specialist Case Report Cognitive Analytic Therapy with a Woman Experiencing 
Interpersonal Difficulties
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